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The purpose of this research is to investigate the Hastings State Hospital (HSH) and its 
cemetery (HSHC) within a multidisciplinary framework, invoking discourse analysis, 
demography, and critical race theory to examine how power and risk factors impact the treatment 
and disposal of the body at death. It incorporates perspectives from both anthropology and 
sociology to interpret the data, relying heavily on the ideas of Michel Foucault. Integrating these 
diverse analytical tools is important to this research because social and structural forces all 
intersect in the creation of identity, power, and inequality.  
All data in this study represent patients that have died at HSH from 1900-1978. This 
research is unique and important because this is the first critical examination of the deceased 
patient population at HSH using the complete obituary records. Patient records remain locked for 
75 years after death, restricting public access to patients that died earlier than 1944 at the time 
this study was conducted. Patients that died after 1944 could still have spouses or children that 
could potentially be impacted by the stigma associated with institutionalization. The lack of 
anthropological scholarship about institutionalization in Minnesota underscores the importance 
of this research. It is long overdue. 
This study examines how variables like class, gender, immigrant status, age, and civil 
status are transformed into risk factors for commitment. I examined burial practices and 
treatment of the body after death by separating the HSH sample into subgroups: private burials, 
burial at the asylum cemetery, individuals sent to the U of M as cadavers, and unknown. No 
skeletal material is available from the cemetery; research was conducted through archival 
Abstract 
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methods. The results of this study suggest that the aforementioned variables do have a significant 
impact on risk, burial practices, and treatment of the body. 
Throughout the paper I use the discourse of insanity developed during the 16th-20th 
centuries to enhance my discussion. The language of the time period is controversial and 
considered inappropriate by 21st century standards. The structure of this paper is designed to 
bring the audience along on a journey, one that illustrates the experience of insanity in America 
from the 18th to the 20th century. A strong understanding of history is necessary to interpret the 
results of the research. It begins with an introduction and a discussion about the history of 
institutionalization in Europe, America, and Minnesota. I then explain my methods and conclude 
with the results of my analysis and a discussion about my findings.  
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Early research into the history of institutionalization and treatment of mental illness in 
America has been largely neglected by anthropologists in the past, a problem that has recently 
been addressed with more intensity by bioarchaeologists and cultural anthropologists. Years of 
omission can be linked to the development of anthropology as a discipline and its narrow focus 
on non-western peoples. Most of the early work on institutionalization has been conducted by 
historians, sociologists, and psychologists, scholars that focused more on the study of the west.  
The relationship between order and disorder, and reason vs. unreason as it applies to 
human behavior, has long been a preoccupation for humans throughout history (Foucault 1965; 
Macdonald 1985). If we explore the order of the mind and soul from a perspective that invokes 
humanist ideals and Enlightenment thought, the experience of ‘madness’ takes on different 
forms. For the ancient Greeks like Socrates, Nous (the mind and the Good) and the acquisition of 
knowledge, is the closest that we can come to divine perfection (Menn 1992). A departure from 
order in terms of the mind and soul becomes a transgressive act against perfect forms because 
man was the measure of all things in the universe (Plato: Benardete 1984, 152a; Macdonald 
1985). 
During the 17th century, these transgressive concepts expanded to incorporate other 
behaviors and states of being, such as: poverty, prostitution, criminality, disease, debauchery, 
disability, inebriation, and mental illness. Aberrant behaviors and conditions were stigmatized 
and served as grounds for legal commitment to institutions, forming communities of madmen. 
Madmen were stigmatized due to their illness, a phenomenon that needed to be removed, 
CH 1: Introduction 
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isolated, studied, corrected if possible, and reorganized into the social milieu. Departures from 
reason were associated with bestiality, reducing an individuals’ value to society and introducing 
the “theme of the animal madman:” “The animality that rages in madness dispossesses man of 
what is specifically human in him” (Foucault 1965, 74-75).  
Within the earliest institutions and hospitals in Europe, patients and inmates were not 
separated based upon their conditions, nor was there a move towards rehabilitation or treatment. 
Coercive care and the use of restraints were utilized to control patients that were violent or 
unmanageable (Foucault 1965, 70-71). Conditions were squalid and facilitated opportunistic 
infections and the spread of disease. Moreover, the religious and moral dimension of total 
institutions promoted the exploitation of patients and their labor for profit; idleness was frowned 
upon by society and the church (Foucault 1965, 53). These patterns resonated throughout 
colonial and pre-modern America, as it was prefigured upon European models.  
Michel Foucault explores institutionalization and mental illness in Europe from the 17th 
century onward in Madness and Civilization. The development of large mental institutions and 
the criminalization of both poverty and mental illness result from the growth and centralization 
of power within the state (Foucault 1965). Foucault argues that power relationships can be 
revealed through discourse analysis (1965; 1973). There are many different types of discourse. 
Discourse can be referred to as all of the complex phenomena that articulate upon and around an 
object, which in the case of the mentally ill, operate on the body and include all of the social 
forces that impact it (Foucault 1973). Discourse analysis can be used to understand how society 
functions; it can be conceptualized as a series of narratives (McGee and Warms 2017). 
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For Foucault, discourse is not limited to language. It encompasses a wide range of 
phenomena such as bodies, structures, practices, language, behavior, actions, and institutional 
policies- of which none can be separated from power (1965; 1973). Foucault argues that 
mechanisms of power are expressed through discourse and are often coercive and repressive, 
functioning as methods of total control in institutions. In the Birth of the Clinic, Foucault 
examines medical discourse and the development of the medical gaze. He suggests that with the 
emergence of positivist medicine, the medical gaze of clinicians became more reductive and 
hegemonic, revealing how discourses are created by the powerful and are closely associated with 
scientific observation and the hierarchical classification of patients. McGee and Warms’ 
interpretation of Foucaultian discourse analysis suggests that “… discourses are set within power 
relationships and are reflective of them. Language is never neutral, never a clear window through 
which we can perceive the world. Discourses promote ways of understanding and interpreting 
the world to favor or disfavor particular individuals or groups” (McGee and Warms 2017, 492).  
Social inequality has been associated with increased risk of mental illness and 
institutionalization, resulting in significant disparities in overall health, access to treatment, and 
the distribution of resources. According to the U.S. Surgeon General (2001), “… all Americans 
do not share equally in the hope for recovery from mental illnesses. This is especially true of 
members of racial and ethnic minority groups” (5). This study examines how variables like class, 
gender, ethnicity, age, and civil status are transformed into risk factors for mental illness and 
commitment. I examined burial practices by separating the HSH sample into subgroups: private 
burials, burial at the asylum cemetery, individuals sent to the University of Minnesota as 
cadavers, and unknown. I review the history of institutionalization and mental illness to 
understand how mental illness is constructed and culture bound, and examine these phenomena 
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by invoking different theoretical perspectives and analytical tools, one of which is critical race 
theory. Critical race theory focuses on the way that white elites use race as a vehicle to create or 
exacerbate existing inequalities between groups. The unequal distribution power creates a divide 
that often results in the allocation of more resources and opportunities to the dominant elites. 
This can manifest in legislation that works against minorities and subordinate segments of the 
population.  
Funerary practices in the United States traditionally placed great importance on burial of 
the body; burial became an expression of social capital and the value of an individual to the 
family and community. During the 19th and 20th centuries, new methods for investigating health 
and disease through autopsy and dissection of the human body created a need for human corpses. 
The culture of cadaver supply emerged and the body was transformed into an instrument of 
science; its new purpose was to facilitate the advancement of medical knowledge. This 
phenomenon has long history in the United States and Europe, creating a new market economy 
of the dead (Buklingas 2008). Researchers can learn much about the lived experiences of the 
dead, but they must be contextualized within social and political relations of power. Zuckerman 
et. al (2014) reference a case study of individuals recovered from the cemetery associated with 
the Mississippi State Asylum to emphasize how social inequality is embodied in human remains, 
and suggest that the deceased can inform researchers “… about the effects of various processes, 
such as power, oppression and privilege on human well being” through evidence of trauma, 
activity patterns (entheses), malnutrition, and disease – a phenomenon they refer to as “material 
effects of power on the body” (514-515). 
Through the commoditization of the corpse a new relationship developed between 
medical schools and state hospitals in America. This relationship is illustrated by the HSH, 
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which became a supplier of cadavers for the Anatomy Department at the University of 
Minnesota (U of M). The HSH was an ideal candidate for partnership with the U of M. Asylums 
typically housed deviants and paupers, people that traditionally had less social and cultural 
capital. Tatjana Bukligas (2008), in an examination of the politics of corpse supply in 19th 
century Vienna, suggests that the implementation of anatomical acts intended to prevent grave 
robbing increased the exploitation of the poor after death. Appropriation of cadavers identified as 
working class poor escalated in both Britain and the United States during the18th and 19th 
centuries. Buklingas (2008) explains, “In Britain, a period of indiscriminate grave robbing ended 
with the 1832 Anatomy Act, which gave anatomists almost unrestricted access to the workhouse 
poor in exchange for their not touching the middle-and upper-class dead. In the United States, 
where the anatomical divide cut along lines not just of class but also of race, violent protests in 
the turbulent decades around the American Civil War delayed anatomical acts until the end of 
the nineteenth century” (1).        
Research Questions 
Many questions were addressed through this research, questions that elucidate both the 
experience and risk factors of institutionalization in Minnesota during the 20th century through an 
examination of the HSH and HSHC. The sample in this study is taken from the HSH obituary 
records, and represents all patients that died in the institution. The following questions were 
utilized to organize this study: 
1. Preliminary analysis demonstrates a disproportionate ratio of males to females in the 
HSHC population, where males outnumber females 9:1 (Whitney 2018). Is this pattern 
representative of the total deceased population? Why are there such small numbers of 
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women buried at HSHC compared to men? An examination of Richard Napier’s case 
files by Michael Macdonald (1985) suggests that women experienced more mental illness 
than men, a trend that he suggests has continued well into the modern era. Napier was a 
17th century astrological physician. Many of his patient case files have survived providing 
scholars with an opportunity to examine how mental disorders were treated in the past. If 
the ratio at HSHC is not representative of the total deceased population at HSH, then an 
interpretation about why this ratio is eschewed is necessary, and must be investigated by 
reviewing the disposal of female bodies at death. 
2. What does the mortality profile of the HSH deceased population look like? I would 
expect the population structure to represent a population with low fertility and high adult 
mortality. The HSH population is not growing through the birth of new individuals, but 
through artificial means where only adults are integrated into the population and removed 
through attrition. This should be reflected in the age at death distribution.  
3. What is the average age at death for HSH patients? State hospitals were renowned for 
functioning as continuing care facilities, which should be represented statistically by an 
aging population.  
4. Do women live longer than men in institutions? 
5. Are there differences between the mortality profiles of the HSHC group, HSH 
population, and the U of M cadaver population, suggesting that certain types of people 
had less value and were therefore more disposable to society? Social epidemiological 
factors such as age, sex, civil status, occupation, and ethnicity influence morbidity and 
mortality in human populations. I would expect the Hastings State Asylum to 
demonstrate the following characteristics: 
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A. Single, divorced, or widowed men and women were admitted at a higher rate 
than married individuals. 
B. Patients with lower status and social capital account for a high 
percentage of the asylum, cemetery population, and patients sent to the U of 
M.  
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Institutionalization in France 
Europe’s institutions prefigured the development of mental asylums, poorhouses, and 
almshouses throughout America. In order to understand the history of institutionalization in 
America, it is necessary to explore the social and structural factors that contributed to the rise of 
the institution in Europe. Before the birth of the asylum, mental illness was paradoxically both a 
private affair and a public spectacle. Individuals with families were cared for at home, but those 
without familial support, such as madmen and the lame, wandered the streets or were 
incarcerated in jails. These are the village idiots, court jesters, and the fools that we read about in 
literary stories. In Paris, the destitute poor fared much worse: “… a decree in Parlement 
[Parliament] dated 1606 ordered beggars to be whipped in the public square, branded on the 
shoulder, shorn, and then driven from the city; to keep them from returning, an ordinance of 
1607 established companies of archers at all the city gates to forbid entry to indigents” (Foucault 
1965, 47). The criminalization of madness and poverty in France would have far reaching 
effects, ushering in a new era of confinement. Pauper lunatics represented a danger to society 
and the economy. 
One of the first general hospitals dedicated to mental disorders in Europe was the 
Valencia asylum in Spain, established in 1406 (Butcher 2007, 36). This was just one of many 
new asylums that would soon occupy the landscape. During the 17th and 18th centuries, a time 
that has been referred to as “The Great Confinement,” new asylums and general hospitals were 
established throughout Europe to accommodate the growing population of people suffering from 
mental illness (Foucault 1965). The proliferation of mental asylums during this time does not 
CH 2: A History of Madness and the Rise of the Institution in Europe 
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necessarily mean that there was a sudden explosion in the insane population, but rather that 
definitions of madness and beliefs about how to manage mental illness in society have shifted. In 
keeping with this new tradition of reclassifying madness, narratives about mental illness must be 
repositioned; interpretations about the asylum should be framed as an administrative response to 
a public social problem. Porter (1987) suggests that “One age’s saints have been another age’s 
religious maniacs,” a theme exemplified in the life and death of Joan of Arc (277). Joan’s story is 
an example of a paradigm shift. She was found guilty of witchcraft and burned at the stake, but 
historical revisionism by the church later resulted in her canonization as a saint. Madness took on 
political dimensions, with classifications functioning to further the agendas of the powerful. 
Throughout history, treatment for mental illness has always been limited to 
contemporaneous advancements in medical knowledge. Macdonald (1985) argues that “… early 
epidemiologists of mental disorder did not demonstrate any consistent link between the natural 
attributes and social conditions that contributed to psychological suffering and specific kinds of 
insanity” (34). Enduring beliefs about the etiology of mental illness were strongly linked to 
mystical causes, religion, and bad blood, ideas that have persisted since the Middle Ages (Grob 
1994). The church exerted powerful influence in determining the fate of madmen – sitting in 
judgment and overseeing the distribution of charity. There were no sophisticated medical 
specialists comparable to 21st century biomedical specialists available to treat or cure insanity. 
Therapy took the form of prayer, exorcism, beatings, amulets or talismans, purgatives, emetics, 
bloodletting, opiate derived sedatives like laudanum, and ice-water baths to shock the body back 
to a normal state (MacDonald 2008; Porter 1987; Hermsen 2011; Grob 1994). According to 
Porter (1987), “A wide range of techniques were tried for curing or relieving insanity, including 
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medicines and magical means. But it was acknowledged that madness was a mysterious 
condition and commonly intractable” (278).  
Class, status, and education were strongly linked to the development of explanatory 
models for health and disease. Europe’s population during this time period was predominantly 
illiterate and strongly influenced by religious propaganda, which associated disease with sin. 
Western traditions tend to locate events and circumstances in binary concepts, adding strength 
and legitimacy to many of these ideas. Common binary concepts were: nature/ nurture, 
good/evil, sane/ insane, reason/unreason, order/ chaos, normal/ abnormal, magic/science, and 
saint/sinner. Society was highly stratified and status influenced human responses to illness. 
Individuals with lower socioeconomic status, like villagers and peasants, looked to the church for 
answers to complex phenomena. They could not afford to consult the types of specialists elites 
might due to financial constraints, a situation that contributed to antagonistic feelings about the 
exclusivity of medical care (Macdonald 1985, 192). Elite members of society shared many of the 
same ideas about misfortune, but looked to other specialists like astrologers or physicians to 
guide them. According to Macdonald (1985), “Mental states and behavior could also be 
explained in purely natural terms by appealing to astrological and medical ideas. Astrologers 
helped their clients to relate emotional disturbances and mad behavior to astronomical events, 
and physicians provided their patients with diagnoses that classified mental disorders as a type of 
sickness” (xiii). 
In France the first hospitals were established during the 17th century, beginning with the 
conversion of the Hospital General from a leprosarium to a house of confinement and correction 
(Foucault 1965). Leprosy was on the decline in France, and the transformation of leprosariums 
across the country soon followed to manage the deviant population. Definitions of deviance are 
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culture bound, and in France they took on moral, somatic, and psychological dimensions. 
Madmen represented a social danger, and madness was presumed to be contagious. Popular 
perceptions about madness and confinement focused not on helping the afflicted, but on the 
social impact of insanity, such as how the insane defile their surroundings. The term confinement 
is appropriate in conversations about institutionalization in France because state policy regarding 
deviant behavior stipulated that madmen, criminals, prostitutes, sick, disabled, and the destitute 
poor must be incarcerated. It was an absolutist response to what was considered the worst of all 
social problems. State hospitals were at once penal institutions, welfare establishments, and 
mental asylums, with no specialized care or treatment programs in place to manage the large 
community of deviants.  
Characteristics of institutionalization include overcrowding, coercive care, abuse, dietary 
insufficiency, and exploitation for profit. There was no distinction between patients; criminals 
were placed in wards with the insane and the sick. Conditions in the hospitals were dismal, with 
overcrowding and sanitation issues contributing to morbidity and mortality.  The wards housing 
individual cells have been compared to a “human stable” where madmen were treated like 
animals- chained to walls, barely clothed, and forced to eat their meals where they deposited 
their excrement (Foucault 1965, 72; Rollin and Reynolds 2018), According to Foucault (1965), 
“It was common knowledge until the end of the eighteenth century that the insane could support 
the miseries of existence indefinitely. There was no need to protect them; they had no need to be 
covered or warmed” (74). Moreover, poverty was criminalized, leading to unprecedented 
numbers of indigent and unemployed people confined to institutions. France’s state hospitals 
were originally considered a form of government charity, where food and housing were provided 
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to madmen and indigents. However, the tension between charity and idleness, along with the 
financial demands on the state, soon shifted the relationship between the poor and the state.  
The workhouse emerged in France during a period of scarcity, and became important 
because an expanded labor force was necessary to support industrialization. Patients were now 
assessed and assigned to workhouses based upon their productive value, foreshadowing within 
France’s institutions an economic struggle between the bourgeoisie and proletariat that Marx 
would later critique. Foucault argued that an inverse relationship existed between the poor and 
the state: “In the mercantile economy, the Pauper, being neither producer nor consumer, had no 
place: idle, vagabond, unemployed, he belonged only to confinement, a measure by which he 
was exiled and as it were abstracted from society” (Foucault 1965, 230). A number of factors 
contributed to the creation of policies demanding that indigents work to offset the financial 
burden they represented to the state. There emerged an obligation to repay the debt of food and 
housing, and those that were able to work were sent to workhouses for profit, including young 
children. However, it is difficult for modern scholars to accept this form of exploitation because 
commitment was compulsory. Once an individual became part of the institutionalization system, 
they were wards of the state and unable to leave. In addition, madmen were placed on display as 
a type of tourist attraction comparable to a menagerie, where citizens could view the spectacle of 
insanity for a small payment (Foucault 1965). 
Institutionalization in England and a New Era of Reforms 
There were many similarities and differences between France’s asylum system and 
England’s. Like in France, houses of correction became mandatory with passage of the Act of 
1575, requiring every county in England to establish at least one hospital (Foucault 1965, 43). 
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These houses of correction functioned like asylums in France, with inmates that exhibited a 
broad range of social, physiological, and psychological problems. The Bethlem Hospital, later 
referred to as Bedlam, opened in 1547 to admit and confine madmen. Bedlam soon developed an 
infamous reputation for abuse of patients, and like institutions in France, put patients on display 
for the amusement of citizens for a small fee attracting “… as many as 96,000 visitors a year” 
(Macdonald 1985, 122). This public exposure created a new rhetoric for insanity: “By the early 
seventeenth century the language of madness had become rich and pervasive; words and phrases 
about insanity were part of the common coinage of everyday speech and thought, negotiable 
everywhere in England and not restricted to a small circle of medical and legal experts” 
(Macdonald 1985, 123).  An expanded vocabulary contributed to the established stereotypes and 
the stigma of mental illness, incorporating but not limited to the following words: Bedlam, mad, 
insanity, fool, lunatic, despot, debauched, moron, idiot, and abnormal. According to Foucault, it 
is language that gives structure to madness, and this discourse always revolves around the 
concept of reason: “…on language are based all the cycles in which madness articulates its 
nature” (Foucault 1965, 95-100).  
The development of the asylum system throughout England was significantly influenced 
by the increasing birth rate and move towards industrialization. In essence, it was economically 
driven. During the late 18th century the population of England and Wales increased 
exponentially, rising from 7 million to 12 million, and by 1890, it had reached an all time high of 
30 million (Rollin and Reynolds 2018, 74). Along with the rising population came shifting trends 
in demography; more people moved into the cities in search of work, adding to an already large 
population of indigents in need of food, work, and housing. Workhouses, bridewells, and 
asylums were built as a solution to the increasing numbers of pauper lunatics, establishments that 
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profited from this new labor force. According to Rollin and Reynolds (2018), “… in 1808 an act 
of Parliament (The County Asylums Act) encouraged all counties in Britain to build asylums for 
which they could borrow money,” and in 1845 The Lunatics Act was passed, requiring every 
county in England and Wales to establish provisions for the mentally ill (74). 
Where France established its institutions in the heart of its major towns and cities, British 
models separated the workhouses and bridewells from the mental asylums. A bridewell is an 
alternative to prison although similar in concept; it is a type of penal institution where pauper 
lunatics were sent. The first workhouses in England were established in 1697 as private 
establishments that reserved the right to turn away the sick, diseased, and infirm (Foucault 1965, 
44). These were originally designed to house a few hundred patients but soon became 
overcrowded due to the increasing population. Workhouses and bridewells served an important 
function within the community; they removed the poor from mainstream society, upheld moral 
codes denouncing idleness, and provided vital labor that could be exploited for profits. These 
practices exclusively benefitted the upper classes and created new forms of structural inequality. 
Mental asylums, on the other hand, were often located in the countryside- a physical and 
symbolic removal of deviant populations from mainstream society. The more affluent members 
of society either kept their insane relations sequestered in private homes, or sent them to private 
doctors or monasteries for continuing care.  
 Poor conditions in mental asylums and workhouses soon became the focus of public 
scrutiny during the 18th century, leading to the moral treatment movement and reforms 
throughout Europe. Phillipe Pinel and the Samuel Tuke were two of the primary catalysts for this 
change, shifting existing models for therapy and custodial care. Although contemporaneous with 
each other, scholars suggest that their work emerged independently (Hermsen 2011). Pinel was 
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appointed as superintendent of the Bicêtre Hospital in France, and his contribution to the care of 
patients cannot be overstated. He ordered that chains and restraints be removed from the patients 
under his care, implemented new regimens for exercise and fresh air, and created a new type of 
doctor patient relationship that treated the individual and emphasized the importance of humane 
treatment. Like Pinel, William Tuke eliminated restraints and moved away from coercive care 
towards a more humane relationship with the patient. Tuke is renowned for creating the Retreat 
in York, England, an institution that promoted many of the same freedoms as Pinel but 
emphasized the importance of religious concerns. The focus was on moral treatment and 
religiosity, with the intent of discharge after the patient’s conditions improved. 
Pinel and Tuke’s work were highly publicized and instrumental in changing custodial 
care and treatment across Europe. Although the reforms implemented by Pinel and Tuke did 
manifest in significant changes to the doctor-patient relationship and improved environmental 
conditions, Foucault argues that they were not beneficial to the patient.  A critical interpretation 
by Foucault offers a more censorious perspective, locating the events and circumstances within 
an alternative but authoritative dialogue that resonates with “mythical values” existing on a 
spectrum of fear, guilt, and reason. Within this framework, the superintendent or keeper becomes 
the voice of authority, forcing the madman to acknowledge the state of his/her unreason, 
eventually reaching a point where madness is “… controlled, not cured” (Foucault 1965, 244).  
Madness must become the servant to reason within this new system of reforms. Foucault invokes 
the gaze to examine these shifting power dynamics, a concept that remakes the subject into an 
object of study, and argues: “We must reevaluate the meanings assigned to Tuke’s work: 
liberation of the insane, abolition of constraint, constitution of a human milieu – these are only 
justifications. The asylum no longer punished the madman’s guilt, it is true; but it did more, it 
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organized that guilt; it organized it for the madman as a consciousness of himself, and as a non-
reciprocal relation to the keeper” (Foucault 1965, 247; Foucault 1994; Hermsen 2011). 
Towards the end of the 18th century and into the 19th, a paradigm shift occurred with the 
emergence of positivist science, introducing a new generation of physicians that redefined 
insanity as a pathological condition, curable with the correct interventions. This new logic 
altered the relationship between madmen and their keepers, and a new branch of scientific 
medicine was conceived – psychiatry. Within this new system of thought, insanity was no longer 
limited to the four most common personality types (Macdonald lists them as choleric, 
phlegmatic, sanguine, and melancholy, but Hornsten describes them as phrenitis, melancholy, 
mania, and hysteria), but expanded to incorporate a broad range of new categories and types 
(Macdonald 1985, 186; Hornsten 2009, 9). However, the social problems that resulted in the 
growth of institutions and the asylum reforms movement had not disappeared by the 19th century, 
leaving the insane and the poor in a difficult situation where provisions of government most 
often resulted in chronic custodial care. The shift towards humane reforms and the intent behind 
this process was a bold move, but doomed to failure. Institutions that were built to serve 
hundreds soon housed thousands, reducing levels of care and therapy due to inadequate space, 
funding, and patient to staff ratios. Society was harsh and unforgiving, and although the asylum 
was not an ideal place for rehabilitation and recovery, it provided subsistence and housing for 
desperate people. Is an existence defined by reason so horrible that men and women must slip 
into madness to escape from it? Some might argue that social inequality and poverty, the 
miseries of existence for the poor during the Enlightenment and the long nineteenth century, 
were so great that insanity and institutionalization provided a means to escape from it.  
 
 17 
 
 
 
 
Prior to the development of asylum institutions in colonial America, care for the old, 
infirm, indigent, and insane rested with the community, a tradition embedded in European ideas 
about moral responsibility. Large scale institutions were not yet necessary due to low population 
density. Public officials and community leaders functioned as custodians for individuals that 
could not support themselves and dispensed subsidies to families with dependents, an early form 
of welfare providing minimal provisions for their care. This civic duty extended to paupers, 
madmen, the violent insane, and individuals with severe disabilities, who were confined if they 
represented a danger to themselves or the community. The town reserved the right to appropriate 
their property to pay for their care. According to Grob (1994), “… the unique circumstances of a 
newly-settled society meant that colonial Americans would have to develop novel ways of 
dealing with the problems associated with insanity. The decentralized nature of colonial society 
and government, as well as its rural character, mandated informal solutions to the intensely 
human problems that involved the immediate community and – if the afflicted person had one – 
the family” (13).  
Poorhouses and Almshouses 
As the size of communities grew, so did the need for a new type of facility designed to 
accommodate the poor and confine people with complex problems. Poorhouses and almshouses 
emerged in town parishes at the turn of the18th century to help manage these diverse groups of 
people. Segregation based on class and disposition was customary; the poor were sent to the 
poorhouses, and the infirm and insane to the almshouses. These establishments were usually 
CH 3: Mental Illness and Institutionalization in America 
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small and could only maintain a handful of individuals. Proprietors were compensated by the 
town parishes or local government for providing basic care for dependents. However, a 
controversy over the quality of care in almshouses, along with mass waves of immigration and 
industrialization during the 19th century led to the development of large hospitals with complex 
infrastructures to supervise the care and treatment of deviants. Later, the growing number of 
aging and senile persons combined with the development of the asylum resulted in the decline of 
almshouses in America (Grob 1983; 180-198). The poor and the elderly often received better 
care in state asylums before overcrowding was an issue.                                             
Fiscal Responsibility 
America’s earliest asylums were located in the east in states like Pennsylvania, 
Massachusetts, and New York. These institutions were based upon European models in both 
design and function. The Pennsylvania Hospital, established in 1750, was the first institution for 
the insane in the colonies (Hermsen 2011, 41). The establishment of this institution marked the 
beginning of the Asylum Era in America, a period beginning in 1750 that lasted until the middle 
of the 20th century. The purpose of the institution was to care for patients that represented a 
burden to their families or a danger to the community. Families were expected to pay for their 
care if they had the financial means, but cost was determined by economic status (Hermsen 
2011). For indigents, the cost of institutional care shifted to the county of residence, which was 
required to pay institutionalization costs if the patient had no family (Grob 1983). If the town did 
not have adequate facilities to manage individuals with severe disabilities or violent dispositions, 
they could send them to another location but were responsible for their financial support. State 
responsibility for the mentally ill increased during the 19th century in response to the growing 
number of patients confined to institutions. Insanity was again redefined to include old age and 
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senility – nursing homes were a 20th century invention. Grob (1983) suggests that “If senile 
persons were cared for in state hospitals rather than in local or county almshouses, the burden of 
support would be transferred to the state” (181). The Federal government later subsidized the 
state’s financial responsibility for the mentally ill with the Social Security Act in 1935 and the 
passage of the National Mental Health Act the in 1946 (Grob 1995, 210 and 265). 
Immigration 
Mass waves of immigration had a profound impact on asylum populations, intensifying 
society’s preoccupation with the relationship between immigration and insanity. Eastern cities 
like Pennsylvania and New York experienced a sharp rise in the population, mostly due to 
foreign immigrants: from 1790-1830 “Philadelphia more than tripled in size, and New York 
experienced a more than six-fold increase, from 33,000 to 215,000” (Boyer 1993, 4). The trend 
towards urbanization resulted in new social problems, and the larger cities were notoriously 
referred to as reservoirs of vice, immorality, and crime. Massachusetts, for example, had a 
significant number of foreign born “incurable paupers” in their state hospitals requiring 
continuing care, representing a significant drain on the state’s budget for the insane (Grob 1985, 
82). Legislative bodies became more critical of people entering the United States, resulting in 
codified discriminatory practices designed to cull deviants from the population.  
These new laws foreshadowed the emergence of Social Darwinism and Eugenics, 
movements that focused on selective policies as a form of ethnic cleansing. According to Grob 
(1983), “Fear that foreign governments were using the United States as a receptacle for infirm, 
crippled, and mentally ill persons as well as criminals strengthened a growing desire to end 
unrestricted immigration. In 1882 Congress enacted one of the first statutes designed to limit 
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immigration by applying a principle of selectivity. Among its provisions was a stipulation that 
convicts, insane persons, idiots, and individuals unable to care for themselves without becoming 
a public charge would be excluded but deficient enforcement procedures vitiated the statute’s 
intent” (168). In addition, sterilization laws were implemented across the nation. In an 
examination of 30 states, Grob’s data indicate that a total of 18,522 mentally ill patients were 
sterilized between 1907 and 1940, and in Minnesota 379 (1985, 174). This data only includes the 
insane. 
Immigration continued to increase, resulting in additional immigration policies designed 
to eliminate deviants. By 1900, many states passed deportation laws regulating incoming aliens 
(Grob 1985, 216). The preoccupation with identity is reflected in 19th and 20th century asylum 
patient logs, which contain blank spaces for data to be collected on nativity, race, and hereditary 
status. The quality of institutional care was biased; minority status had a significant impact on 
the level of care individuals received (Grob 1985). In 1936, the Public Health Service “… had 
been made responsible for excluding aliens” from initiatives to improve treatment (Grob 1985, 
310). Immigrant status was stigmatized and prejudice was ever present in the daily lives of 
patients; ethical standards for patient care did not transcend race, class, and ethnicity.  
Hermsen (2011) addresses the issue of status in asylums, and suggests that they “… 
provided more refined and cultivated accommodations for the refined and cultivated classes” 
(43). Class and status determined who had access to moral treatments, effective therapy, 
improved living accommodations, better food, music and entertainment – in summary, better 
quality of life and the inequitable distribution of resources. Moreover, the disposition and 
temperament of patients determined whether they were socially integrated into the cultivated 
classes or segregated in isolated buildings. Architectural design of institutions changed from 
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large imposing structures to smaller structures with multiple buildings, facilitating separation of 
patients based on disposition, diagnosis, race/ class/ ethnicity, and sex. 
The Custodial Role of Institutions   
 The explosion in the number of people confined to mental institutions presented 
significant problems, problems that also resonated across Europe. Superintendents found it 
difficult to manage overcrowding in asylums; the number of patients exceeded the number of 
hospital beds available. In 1880 there were approximately 41,000 patients in mental institutions, 
but that number rose sharply through the next decades and by 1940 there were 450,000 people in 
state hospitals (Foote 2018, xv; Grob 1994, 4-5). Society struggled to deal with the mounting 
problem of mental illness and chronic custodial care as more and more patients entered 
institutions for life.  
Asylums went from providing more acute care to patients to serving those with chronic 
terminal conditions. Grob (1985) asserts that “After 1900 the proportion of aged senile persons 
residing in hospitals increased sharply, thus altering the functions of an institution that had been 
designed for entirely different purposes. The most astonishing statistic was the total number of 
patients retained in mental hospitals; 746 out of every 1000 first admissions and 851 out of every 
readmission remained institutionalized at the end of one year” (5, 197). Policy makers argued 
that the effort needed to provide custodial care reduced the ability to implement therapeutic 
programs to treat acute illness, extending the institutionalization period for curable conditions 
and creating chronic conditions (Foote 2018; Hermsen 2011; Grob 1985). 
 
 
 22 
 
The Need for Reform  
Asylums were being constructed at an unprecedented rate across the United States. 
Conditions in these institutions declined as the number of patients rose, resulting in a series of 
reforms that resonated throughout the Jacksonian Era (1824-1840). An important feature of the 
Jacksonian Era is the focus on democratic ideals, and legislative efforts to improve living 
conditions and expand the rights of everyman (Boyer 1993).  During this time period, 
urbanization, social inequality, moral disintegration, and the corruption of government officials 
became the focus of reform movements throughout the country. Religious groups and charitable 
organizations were instrumental in advocating for change, with women filling important roles in 
organizations and committees. Dorothy Dix was instrumental in the crusade to reform mental 
hospitals in America. During the 1850’s, she visited institutions across the United States to 
expose the alarming conditions that asylum patients were forced to endure. Her findings were 
presented to the nation and demonstrated a compelling illustration of the state of the insane 
(Foote 2018). Inadequate nutrition, clothing, therapy, as well as excessive use of restraints 
represented a mounting crisis in American asylums. Dix joined forces with the Unitarian 
Conference and advocated for immediate changes, resulting in the construction of more than 30 
new asylums and improvements in patient care (Parry 2006).  
Mental Hygiene Movement   
The Mental Hygiene Movement was one of the most public reform initiatives 
implemented in the United States, an expression of the progressive optimism that characterized 
the time period and a reflection of the expanding role of psychiatry in mental hospitals. It was 
spearheaded by Clifford Beers (1876-1943) around 1908 to address the problems associated with 
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mental illness in America (Parry 2010; Grob 1994). Beers set out to increase public awareness 
about mental illness, reduce the stigma associated with psychological disorders, improve the 
deplorable conditions in institutions, and create outpatient programs. His experiences as an 
asylum patient, and personal struggle with mental illness and suicidal tendencies, fueled his 
determination to initiate change. Mental Hygiene focused on prevention, emphasizing the social 
factors that contribute to mental illness (Grob 1994; 151-162). It also focused on the need for 
more effective outpatient programs to avoid reinstitutionalization for rehabilitated patients. 
Counseling services were also necessary to provide support for discharged patients’ successful 
reintegration into the community. The movement experienced moderate success, but lack of 
sustainable funding and public support stifled its progress. New mental institutions continued to 
be built across the country because a growing number of patients required custodial care. 
The Great Depression 
According to Grob (1983), “Between World Wars I and II the commitment to 
institutional care of the mentally ill remained unchanged” (288). Spending remained relatively 
consistent in large mental institutions even through the Great Depression of the 1930’s. Grob 
suggests that this is because the purchasing power of hospitals was offset by Depression Era 
pricing (Grob 1983, 289). Many scholars have examined the relationship between mental illness 
and economic hardship (Catalano et. al 1981; Granados and Roux 2009; Zivin et. al. 2011). 
Catalano et. al (1981) researched admission rates for a mental institution in Kansas City, 
Missouri and determined that economic hardship does not necessarily cause mental illness to 
develop within populations, but it does exacerbate existing untreated behavioral issues. In 
addition, a study conducted by Zivin et. al. suggests that not only do suicide rates increase during 
severe economic recessions, the “effects of economic crises most negatively affect the poor, less 
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educated, and unemployed populations (2011). This research is supported by Granados’ and 
Roux’s (2009) analysis of suicide rates during the Great Depression, which they determined did 
rise by 2%. Their findings present a paradox, suggesting that that although life expectancy 
increased during the Great Depression, population health declined during periods of economic 
expansion in the 20th century. 
Eugenics  
During the late 1800’s Social Darwinism gained popularity in both Europe and America. 
Proponents of this movement suggested that humans could breed a more fit population if they 
selected partners with desirable characteristics (Fischer 2012). Eugenics grew out of the 
dominant ideas that characterized Social Darwinism, and has been invoked to justify sterilization 
laws, medical experimentation on ‘unfit’ humans, and genocide, like we saw with Racial 
Hygiene in Germany during WWII (Fischer 2012). The Eugenics Movement had a significant 
impact on medical and social perceptions about mental illness and the treatment of the 
immigrants in Americans. Americans became increasingly preoccupied with discovering 
underlying hereditary factors for the etiology of mental illness. In a report to investigate the 
increase of criminals, mental defectives, epileptics and degenerates in Massachusetts (1911), a 
commission determined “that alcohol, syphilis and heredity are among the most important 
factors in the causation of mental disease there can be no doubt… Some observers have seemed 
to trace heredity [as the cause of up] to 30 or 40 percent [of the insane population in 
Massachusetts]” (Fenwald et. al., 26). Sterilization laws were implemented in many states, 
resulting in the sterilization of 40,000 Americans (Fischer 2012). The atrocities committed under 
the guise of Aryan nationalism during WWII caused Americans to turn away from Social 
Darwinism and Eugenics.  
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The 1940’s - A New Wave of Reforms 
Towards the end of WWII (1939-1945), Americans were concerned with the prolific 
number of soldiers returning with post traumatic stress disorder: 37% of soldiers serving in the 
Army were discharged due to mental illness (Rochefort 1984). The atrocities that Americans 
witnessed during the war shifted public attention to consequences associated with eugenics, 
sterilization, and clinical diagnoses that implied hereditary explanations for mental illness. 
Although Eugenics predated WWII, it had long lasting implications for mental health. This 
resulted in greater political involvement and policy driven changes to mental institutions and 
treatment programs. According to Grob (1985), “Eugenicists set out to encourage the 
multiplication of the ‘fit’ and to discourage the ‘unfit.’ A particular version of Darwinian biology 
and a new interpretation of race that substituted heredity for culture as the defining element 
helped to rationalize the claims of Eugenicists” (167).  Moreover, new developments in medicine 
changed how practitioners diagnosed and treated mental illness. Where in the past psychiatry 
struggled to earn recognition because of its association with asylums, it had now established 
legitimacy in the field of medicine. The immigration of European psychiatrists to America both 
during and after the war also began to influence how American clinicians classified, diagnosed, 
and treated mental disorders. Many of these psychiatrists invoked the psychoanalytic methods of 
Sigmund Freud to treat acute cases, with more radical treatments reserved for chronic patients 
with little hope of recovery, these included prefrontal lobotomy, electric shock, metrozol shock, 
insulin shock, sterilization, and other pharmacological interventions (Grob 1985; Grob 1994; 
Foote 2018). 
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Deinstitutionalization 
During the 20th century, the rhetoric of insanity was again transformed due to new 
psychiatric constructions of illness and the introduction of methods that combined somatic and 
psychological treatment resulting in more successful outcomes. The belief in these treatments, 
along with the shift towards community care, led up to the deinstitutionalization movement 
which gained momentum in the 1960’s. Minnesota had specific goals with deinstitutionalization, 
and defined its residents in two categories: patients and residents (see Fig. 3.1).  
 
 
 
 
 
Figure 3.1 The goals of deinstitutionalization in Minnesota. 
Taken from a report generated by the Minnesota State 
Planning Agency in 1985 (see Appendix A) 
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Deinstitutionalization had both positive and negative consequences. On the bright side, 
many patients were successfully rehabilitated with community care and prescription drugs, 
leading normal lives after discharge. Alternatively, deinstitutionalization has been heavily 
criticized because many of the patients that were committed to institutions were completely 
unprepared to be released into mainstream society. The inability of asylum patients to assimilate 
resulted in a sharp increase in the homeless population, a rise in unemployment, and a 
phenomenon referred to as transinstitutionalization (Primeau et. al. 2013; Mechanic and 
Rochefort 2019).  
Transinstitutionalization occurs when an individual is released from one type of 
institution, only to be committed to another (Primeau et. al. 2013). Primeau et. al. (2013) argues 
that “When a community is unable or is unwilling to support the mentally ill, the ideals and 
purpose of deinstitutionalization collapse. Rather than enjoying a new life full of freedoms, 
previously institutionalized patients [who] are unable to handle their own mental health treatment 
in the community are faced with the harsh realities of the world viewed through skewed lenses of 
their mental illness” (2). At the height of the asylum era in America (1955), there were 559,000 
people institutionalized out of a total population of 165 million (Lamb et. al. 2004). One theory 
posits that the fewer hospital beds that are available, the more mentally ill persons are 
incarcerated in jails due to inadequate community support systems and mental health services 
(Lamb et. al. 2004; Primeau et. al. 2013). Movement between different institutions is not a new 
phenomenon. It existed prior to the 20th century, and is visible in hospital records that document 
patient transfers between different hospitals due to overcrowding or disposition/pathology. 
Nevertheless, the effects of deinstitutionalization and criminalization of the mentally ill continue 
to resonate throughout America today.  
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Mental Health and Deinstitutionalization in Minnesota 
Mental Health in Minnesota followed the same patterns and trajectories as experienced 
by much of the nation. Grob presents statistics about the allocation of funding provisioned by the 
state and federal government for state hospitals. The following data illustrates inadequacies with 
the distribution of resources: per capita spending in dollars between 1931 and 1940 was highest 
among the Mid-Atlantic States (Location 1931 spending in U.S. $/ 1940 spending in U.S. $: New 
York 392/398, New Jersey 495/395, Pennsylvania 310/291) and lowest in the south (Kentucky 
153/147, Tennessee 219/158, Alabama 193/200, Mississippi 183/265) (Grob 1985, 219). Many 
scholars argue that differential allocation of funding in southern states was due to the high 
percentage of African Americans in the population, representing a highly racialized medical 
infrastructure. Minnesota had the lowest per capita expenditure on state hospitals in the West 
North Central region (Minnesota 203/213, Iowa 239/221, Missouri 237/267, North Dakota 
282/237, South Dakota325/241, Nebraska 231/247, Kansas 229/199), which was directly 
reflected in reports about the conditions of its state hospitals (Grob 1985, 219). 
Minnesota’s mental institutions became the focus of a very public mental health 
campaign during the 1940’s, where various charitable organizations (most notably the Unitarian 
Conference Committee under the leadership of Reverend Arthur Foote) began sending 
committees to evaluate the conditions of the facilities, patients, and staff in state institutions 
(Foote 2018). The results of their findings were alarming. The following is an excerpt from “A 
Summary of Conditions in Minnesota State Hospitals for the Mentally Ill” (1947) to Governor 
Youngdahl from Arthur Foote and the Unitarian Conference Committee: 
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“Minnesota’s past failure to provide adequate operating funds and to establish 
preventative social work and outpatient services is responsible for neglect and privation 
for the majority of the 10,000 patients in its seven institutions for the mentally ill. 
· The average operating cost allowed for the Minnesota hospitals is one fifth of 
the amount required. 
· No Minnesota hospital meets the minimum standards of the American 
Psychiatric Association, although one is sufficiently advanced to be approved 
by the American Board of Neurology and Psychiatry. 
· The hospitals fall short of meeting the minimum personnel standards of the 
A.P.A., by 38 doctors, 340 nurses, 591 attendants, 30 social workers and even 
more alarming deficiencies in other classifications. 
· The minimum personal hygiene requirements of the majority of patients are 
neglected. 
· The majority of patients receive no routine physical examinations. 
· Restraints are substituted for treatment measures. 
· Food and food services are unsuitable for mental patients. 
· Clothing is grossly inadequate. 
· Many patients do not receive the care and attention which the state provides 
livestock on the grounds of these same institutions” (2) (see Appendix B for 
the complete report sent to Governor Youngdahl). 
In addition to the aforementioned issues, Foote brings up disturbing deficiencies in 
patient care and staffing. Out of the seven hospitals visited, none had a pathologist on staff. This 
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is problematic because these institutions treated people with serious diseases and pathological 
conditions, some caused by the therapies offered. For example, Foote (1947) discovered electric 
shock therapy was used excessively on new patients, “… with the highest number at any one 
time being 60” (3). Metrozol therapy was also in use, often causing convulsions that were so 
violent that fractures would manifest in the jaw, other parts of the skull, and the vertebral column 
(Endler 1988). Other therapies like fever therapy were introduced to treat syphilitic patients, 
along with insulin therapy that induced a false diabetic coma. Moreover, there were no dieticians 
employed in any of the state hospitals, leading to chronic issues with malnutrition, anemia, and 
bowel obstruction (data from current HSH study). Overcrowding was another serious problem, 
leading to the expansion of current institutions and more institutions being built. Foote (1947) 
states: “In Minnesota state hospitals 10,000 patients live in 123 wards or cottages… The 
overcrowding is so severe that many patients are able to touch the adjoining beds on at least 
three sides. Many patients sleep in corridors or attics” (6). 
These investigations did bring about positive impacts on reforms throughout the state. 
Firstly, the use of restraints was eliminated from state institutions for all but the most violent or 
dangerous patients in 1949 (Foote 2018). More institutions were built to relieve overcrowding, 
and state legislature increased its funding for state hospitals and programs for the mentally ill. In 
addition, the Mental Health Law was passed in 1949 with the intention of providing 
humanitarian care with a focus on the patients and staff (Foote 2018, 188-189). However, budget 
cuts ultimately undermined efforts at total reform, which pushed for an emphasis on research and 
patient care. Concerns about the custodial role of institutions, the increasing number of elderly 
persons in institutions, and a new emphasis on acute patient care resonated in America and 
resulted in the deinstitutionalization movement. In Minnesota, the deinstitutionalization 
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movement resulted in the closure of 12 out of 18 state hospitals and institutions, releasing 
thousands of people back into the community.  The issues resulting from this were twofold: 
communities were not ready to receive the patients and patients were not prepared to function 
independently, resulting in a combustible social problem of homelessness, unemployment, and 
transinstitutionalization.       
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Hastings State Hospital 
In 1899, the Minnesota legislature purchased 500 acres of farmland in Hastings, 
Minnesota to build the HSH (see Appendix C and Appendix D). HSH opened in 1900 and 
functioned primarily as a transfer institution during its early years of operation. The population 
of Hastings in 1905 was 3,900, compared to the state of Minnesota at 1,914,000 (Minnesota 
Historical Society Census Records). The HSH was established to help manage the growing 
population of inebriates, mentally ill, and physically disabled in Minnesota. It was the fourth 
institution for the insane established in Minnesota, designed according to a cottage plan with 
multiple smaller buildings to appear less imposing (see Fig 4.1). 
 
 
 
 
 
 
 
CH 4: Hastings State Hospital and Cemetery 
Figure 4.1 Image of the Hastings State Hospital, courtesy of the Minnesota Historical 
Society.  
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The first 112 patients were relocated to HSH from the Rochester State Hospital (HSH 
patient intake log books, MHS). From 1900-1978 the HSH served over 13,000 patients. HSH has 
been referred to as Asylum Number Two for the Insane at Hastings, Minnesota and Hastings 
State Asylum in the past, a reflection of early 18th and 19th century attitudes about mental illness 
and disability in Europe and America (Minnesota Department of Health and Human Services). 
After HSH closed, it was converted into a veteran’s home.  
Many social and historical forces contribute to the location of institutions and their 
associated cemeteries within the landscape. Asylums were historically perceived as a source of 
shame, and were therefore often located in remote areas of the countryside, completely isolated 
from urban populations. According to Powell (2011), “The loss of living identity can occur long 
before medical death, and ‘social death’ can be said to occur when the body comes to occupy 
certain spaces defined by its disconnection from a wider social network. They [institutions] are 
dying spaces” (356). This perspective was reflected in the built environment of institutions, 
which were typically located in remote areas of the countryside or on the periphery of city limits.  
Location functioned to isolate the patients from mainstream society, and conceal the daily 
management and care of patients. The HSH was no exception, situated next to a rural farming 
community. Archival memos suggest that there were no roads to the asylum when it was first 
established: “These patients and their baggage were brought to Midas Mill, and they were 
walked across a field of a privately owned farm to their new ‘home.’ The 18th Street bridge, 
giving private and direct access to the City of Hastings, was not completed until February 13, 
1903” (see Appendix E).  
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Hastings State Hospital Cemetery 
The HSHC was in use for just over 63 years, with the first burial in 1901, and the last 
burial in 1964 (see Appendix E). Institutional cemeteries were further isolated from both the 
larger community and the institution due to their placement at the margins of the property. The 
HSHC exists as a social phenomenon that is twice obscured within the landscape, hidden from 
the public gaze of outsiders and the private gaze of asylum patients (Whitney 2018). It is situated 
at the southeast corner of the property. The distance from the asylum to the cemetery is 1801.06 
meters, or 1.12 miles (see Fig 4.2). This would place the cemetery well beyond the view of the 
patients. 
 
 
 
Figure 4.2 This satellite image was taken from Google Earth. It illustrates the distance between the 
HSHC and the HSH. The HSH was converted to a Veterans Home when the institution was closed in 
1978. Residential development has pushed very close to the boundaries of the HSHC and HSH. The 
red arrow represents true north.  
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There are two distinct sections within the cemetery – the southern and northern. Both 
sections were arranged in a grid pattern (see Fig. 4.3). The southern cemetery is the oldest, used 
from 1900-1944. There are 671 graves arranged in 16 rows (see Appendix F). Graves in this 
section are aligned E-W. Burials face to the east, reflecting early religious concerns with death 
and resurrection (see Appendix E). The northern cemetery was in use from 1944-1964. There are 
230 graves in this section arranged in 9 rows (see Appendix F). Burials in this section are aligned 
N-S and face north.  
 
 
Graves were originally marked with wooden posts, but these have recently been replaced 
with flat granite stone tablets set into the grass (see Fig. 4.4). The Hastings State Cemetery is an 
Figure 4.3 Satellite image of the north and south sections of the Hastings State Hospital Cemetery 
(image created through Google Maps). 
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example of how marginalized groups are removed from the public gaze, reflecting 
disproportionate discourses of power between the disabled and the state. In death, asylum 
patients were stripped of their identity, which is underscored by the use of uniform numbered 
tablets in the place of headstones to memorialize the graves at the HSHC and in asylum 
cemeteries throughout Minnesota.  
The presence of grave markers is a relatively new introduction to the cemetery. In 2007, 
the Remembering with Dignity advocacy group received grant funding to add grave markers to 
all of the headstones at HSHC (Burdine 2013). The grave markers are homogenous, very plain, 
and without individuality – reifying the construction of a collective identity for asylum patients. 
Identifiers on grave markers included name, date and year of birth when known, and the date and 
year of death. Up until 1987, there was no access or right of way to get to the cemetery, 
emphasizing the concept of social death that Powell (2011) discusses. 
 
 Figure 4.4 Photo of the grave markers at the Hastings State Hospital Cemetery. 
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Materials 
Materials used to analyze the HSH included the HSHC, satellite imagery and aerial 
photos, Find a Grave, and archival records stored at the Minnesota Historical Society. Archival 
materials include- cemetery records, obituary logs (vol. 1 and vol. 2), patient intake logs (vol. 1 
and vol. 2), and the patient index collection.  
Spatial Analysis  
Spatial information is important for developing interpretations about the built 
environment. Research commenced with a visit to the HSHC, where I walked the grounds and 
assessed the spatial location of the graves in reference to the asylum. I also conducted 
background research utilizing satellite imagery and aerial photos to understand the relationship 
between the location of the institution and the cemetery, as well as the spatial relationship to 
urban and rural populations.  
Data Collection- Find a Grave 
Data were initially collected from the Find a Grave website to generate a database for the 
cemetery population (Whitney 2018). Information was limited to name and year of death for all 
individuals, but age and nativity were occasionally included. Gender was not provided, but had 
to be inferred based on name – a method that produced inaccurate results due to human error. 
Find a Grave had 115 more graves listed than cemetery records, emphasizing its unreliability as 
a resource. The website is an open platform like Wikipedia, where anyone can upload 
CH 5: Materials and Methods 
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information. This method for gathering data produced eschewed results; there are 901 physical 
graves and 1,016 records associated with the cemetery on the website. Issues that I encountered 
with Find a Grave were duplicate entries, inconsistent information, and incorrect dates. 
Preliminary analysis on the HSHC population using Find a Grave demonstrated a 
disproportionate ratio of males to females, where males outnumbered females 9:1. 
Data Collection- HSH Archival Material 
I abandoned Find a Grave and utilized maps, obituary records, patient registers, patient 
index records, and cemetery records provided by the Minnesota Historical Society Gale Research 
Library. Patient records are locked for 75 years after the death of each patient due to privacy 
laws, which function to ensure patient confidentiality and to protect their families. Restricted 
access to patient records presented a new set of challenges. I requested access to the locked 
records through the state archivist which was approved, enabling me to expand my research to 
consider trends during the entire time HSH and HSHC were in use. Access to these materials 
was contingent upon specific terms, primarily ensuring the protection of patient identity.  
Information about the HSHC population was entered into Microsoft Excel. I later 
expanded my data sets and utilized Microsoft Access to create a database for the total deceased 
HSH population (see Fig 5.1). Each individual was given four markers of identification in the 
database for redundancy and cross referencing: the database index number (generated by the 
Access program), the obituary number, medical ID number/ case number, and the patient name 
(which is not disclosed). Due to the inconsistencies in record keeping by HSH staff, it was not 
possible to generate an accurate listing without each individual’s name. The patient index, for 
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example, was alphabetized and frequently utilized to validate information for hundreds of 
patients.  
In order to conceal patient identity in this thesis, each individual that is referenced in the 
thesis discussion was given a number and letter to assign identity and gender – the index ID 
generated by the program and M (male)/ F (female). Discussions about gender are 
conceptualized in binary terms. Male and female categories are used because they follow 
institutional conventions at the time of admission. There was no skeletal material, so all 
assignments of male and female must be viewed as human constructions of identity. Patient data 
were not entered into the Access database in chronological order (I skipped around between 
pages, but always kept a log of completed pages), so the database ID number for each patient 
does not correspond to the obituary number in the HSH reference materials.  
 
Figure 5.1 This image illustrates the Access database form for data collection.  
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The use of Microsoft Access was ideal for my research because I had the ability to 
organize the data, create queries, and sort by multiple fields. Back-ups were made of all files if 
changes were made or new data was entered. I used a versioning system which created daily 
copies of the database in case of corruption, then used a copy to create new forms and queries, 
and lastly copied them to the live database. Most of the information I gathered was fragmented 
and required the use of multiple sources to generate a complete profile on each patient, but there 
were still gaps in the data. Missing data was made explicit in the analysis of each data set. In 
addition, I operationalized occupation to include general categories: domestic, student, farmer, 
laborer, skilled laborer, clerical, white collar, other, unknown. These categories are a reflection 
of status, class, and education. 
The broad scope of my research required the following data: age, gender, occupation, 
nativity, civil status, diagnosis at admission, cause of death, duration of time spent in the 
institution, and disposal of remains. This information was generated by referencing obituary 
records dating from 1900-1977 (MNHS Call Number 108.D.10.6F), the patient intake logs 
(MNHS Call Number 108.D.10.6F), and the patient index (MHS Call Number: 114.G.3.6F-1, 
114.G.3.6F-2, 114.G.3.7B-1, 114.G.3.7B-2, 114.G.3.8F-1, and 114.G.3.8F-2).  
The total number of individuals represented in the obituary records for HSH was 3,652 
(n= 3652). I was able to produce a nearly complete representation of the 901 individuals buried 
in the cemetery (n = 897). Issues with administrative processes and record keeping at the HSH 
presented significant obstacles in generating a complete listing. There are no duplicate 
individuals in my data set, only duplicate case numbers or entry numbers which I will explain 
shortly. I cross referenced multiple sources to confirm the data I collected.  
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Data Collection – Issues, Obstacles, Limitations 
I encountered many issues with the resources I utilized to collect data about the deceased 
from HSH and HSHC. An inventory of the cemetery conducted in March of 1963 revealed 
numerous errors in the burial plot records, emphasizing not only the ineffective record keeping, 
but the low social and cultural capital of asylum patients. Issues encountered were duplicate 
graves where two graves were marked for the same individual, unmarked graves that contained a 
burial, graves (empty) that were assigned to individuals that were buried elsewhere, and graves 
(empty) marked for individuals sent to the University of Minnesota (see Appendix G). Some of 
the individuals listed in the full report of HSHC burials were disinterred.  
Although I recorded information for each deceased individual at HSH, the totals that I 
have calculated are not necessarily correct due to inconsistent record keeping at HSH. For 
example, the aggregate data provided by MHS for the HSH population in 1963 revealed 
inconsistencies, listing a total of 3275 individuals (n= 3275) (see Appendix H).  However, the 
same document then splits the total population into subcategories: HSHC (n= 901), U of M (n= 
151), and Home (n= 2226). The total of these subcategories from the same document 
demonstrates a different total, where n= 3278 (see Fig 5.2). 
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There were many different members of the hospital staff entering information in the 
ledgers, and much of the handwriting was barely legible. Many columns of information were left 
blank in the obituary records and patient intake logs, limiting my ability to generate a complete 
profile of the HSH/HSHC population. Data analysis is representative of these gaps in patient 
information, which is made explicit to the reader by defining the sample size for each data set in 
‘unknown’ categories. Attempts to correct these issues were time consuming and not always 
successful. Patient case book records have been destroyed for all patients after 1909 without a 
successful replication of data to the obituary logs, patient intake logs, or index cards. Autopsy 
information was inconsistent, and was documented infrequently in obituary records and patient 
index cards. 
Figure 5.2  Aggregate data for patient deaths from HSH obituary 
books (vol. 1 and vol. 2). This report was created by Rev. J. J. 
Quinlan, Chaplain on 6/30/1965 (Hastings State Hospital. Cemetery 
Records. Minnesota Historical Society Records). 
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Another issue was that large numbers of patients had no recorded diagnosis at the time of 
admission, which was evident by the presence of a blank space or the following terminology: not 
given, unknown, or undiagnosed. Many patients died before they were diagnosed, underscoring 
the problems with overcrowding and understaffing at the institution. Patients went for months 
before receiving any treatment for their specific conditions. It is difficult to imagine being 
institutionalized today without a complete examination and thorough diagnosis upon admission. 
Moreover, many individuals had duplicate medical identification numbers, necessitating 
additional attempts to correct the issue because the Access database was built to reject duplicate 
entries for this field. For individuals that I could not determine the correct medical identification 
number, they received a false one beginning with a 0.  
Other issues were chronological duplicate entry ID numbers for patients in the obituary 
books. Clerks manually assigned each individual a number at death in the obituary ledgers. There 
were numerous errors in recordkeeping for this field, creating more than 594 duplicates that 
needed to be corrected. For example, in obituary book 1 pg. 46 the numbers skip from 1838 to 
1939, omitting 100 numbers (see Fig. 5.3). This sequence continues through to 1986, and then 
resumes at 1887 on pg. 48. However, the process of renumbering the sequence to close the gap in 
numbers created duplicates entries for 1939-1986 (see Fig. 5.4). This is a common problem with 
the obituary book records. In addition, some patients were given the same ID number upon 
death, which is identifiable in the Access database by a decimal (ex. 3296.1, 3296.2). To 
illustrate the issue with numerical entry errors, the last obituary number in the ledger is 5261, but 
there are only 3,652 individuals in the HSH obituary logs. 
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I identified significant inconsistencies in the presentation of data regarding the duration 
of time spent at the institution. Many of the patients transferred to Hastings State Hospital from 
other institutions, such as the Rochester State Hospital or the Saint Peter State Hospital. For 
individuals that transferred from other institutions, the duration of time spent at Hastings does 
not represent the total duration time that they were institutionalized in the state of Minnesota. For 
example, obituary records for patient ID 757 demonstrate that the individual was 
institutionalized for 14 years, 7 months, and 21 days. Patient ID 757 was admitted to the hospital 
in 1904 and died in 1919. However, this patient was transferred to Hastings from Rochester. The 
date of admittance to Rochester was 1897, therefore extending the institutionalization period to 
approximately 22+ years. This discrepancy is important for establishing a meaningful 
interpretation about custodial care, and the intersection between cofactors like civil status, 
immigrant status, occupation, gender, and age. The patient case records contained information 
about transfer dates that the obituary records did not, but I was not able to access all of the 
patient records in the case books, which ultimately biased the data to reflect shorter 
institutionalization periods.  
Figure 5.3 This image is taken from book 1,  
pg. 46 of the obituary records. It demonstrates 
a break in the sequence, where numbers the 
admission number skips from 1838 to 1939. 
Figure 5.4 This image is taken from book 1,  
pg. 48 of the obituary records. It illustrates the 
record keeper correcting mistakes in the 
admission number sequence. 
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Other patterns were recognizable in regards to the administrative functions of the staff 
and the life histories of the patients. It was evident that knowledge about mental illness, 
pathology, and disability was limited to psychoanalytical interpretations of illness, with a trend 
towards increased medical expertise about somatic pathology during the latter years that the 
institution was in operation. There were many consecutive records with the same cause of death, 
indicating two different theories about practice and pathology. Firstly, it is evident that there are 
time periods where epidemics resulted in high mortality at the HSH, such as lagrippe in 1918 
(influenza), pneumonia, and tuberculosis. Secondly, medical personnel were not trained to 
properly diagnose the wide variety of patients they admitted. For example, patient ID 45 was 
diagnosed with alcoholism and acute mania at admission, but the cause of death was listed as 
syphilis and paralytic dementia.  
Many entries in the obituary books also had the same improbable cause of death for 
consecutive patients, such as organic heart disease or cerebral arteriosclerosis, revealing a pattern 
where the coroner or superintendent just lists a random nonspecific condition as the cause of 
death. There were multiple entries in a row for cerebral hemorrhage, raising questions about why 
so many patients died of cerebral hemorrhage. Could this be due to shock treatments? According 
to Axayacalt, et al (2018), “High-voltage electric injury may induce lesions in different organs. 
In addition to the local tissue damage, electrical injuries may lead to neurological deficits, 
musculoskeletal damage, and cardiovascular injury. Severe vascular damage may occur making 
the blood vessels involved prone to thrombosis and spontaneous rupture” (1)   
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Data Analysis 
This research measures the relationship between many different variables within and 
between the subgroups in the deceased HSH population. To analyze the data, I utilized frequency 
analysis and life table analysis. Frequency analysis measures the number of times something 
occurs for the unit being analyzed. Data is broken down by disposal of the body, gender, risk 
factors, and time frames. Life table analysis was utilized to establish the mortality profile and 
survivorship of the deceased HSH population, omitting individuals that did not have an age at 
death provided in the obituary records. Life tables are an important component to demographic 
analysis, and can inform researchers about trends that occur within a population cohort. 
According to Ogella et. al., “Lifetable demography provides information, such as age specific 
survivorship, fecundity, average lifespan, generation time population growth rate and intrinsic 
rate of natural increase” (Ogello et. al. 2016).  
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This chapter presents the results of data analysis on the deceased HSH population. It is 
structured to assist the audience with transitions between topics, where I present the results for 
each data set followed immediately by a discussion. The first section (6.1) is a summary analysis 
and discussion about the total deceased HSH population, followed by results and discussion of 
potential risk factors, such as: civil status (6.2), immigrant status (6.3), occupation (6.4), and age 
(6.5). Raw data (tables) are included for cross referencing purposes. 
6.1 Summary Analysis: Total HSH Sample  
The total number of deceased patients represented in the HSH obituary logs are 3652 (see 
Table 6.1). Males outnumber females 4:1, where 80% of the patients are male (n=2933) and 20% 
female (n=719).  Most of the deceased patients at HSH were retrieved for private burial 
(n=2564/3652; 70%). Private burial among males (n=1906/2564; 72%) occurred at higher rate 
than females (n=658/2564; 25%) expressed by a ~3:1 ratio. I combined the U of M and Mayo 
patients into one category (n=160). Only one body was sent to the Mayo Clinic, whereas 159 
patients were transported to the University of Minnesota’s Anatomy Department to be used as 
cadavers in the medical school. There is a significant difference in the ratio of males to females 
in the U of M cohort, where males (n=150/160; 94%) outnumber females (n=10/160; 6%) 15:1. 
Only 31 individuals were listed as unknown burial type. There was no documentation in the 
obituary logs, patient indices, or patient intake logs about disposal of remains for the individuals 
included in this cohort (n=31/3652; 0.8%).  
 
CH 6: Results and Discussion 
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6.1 Discussion: Total HSH Sample 
When I began researching the total deceased population at HSH, one of my primary 
research questions focused on gender distribution because it has the potential to elucidate 
disparities in health and the risk factors that influence admission. Gender distribution at the HSH 
(based on the deceased population sample) corresponds with demographic studies of other 
asylums, where males were admitted at higher rates than females (Magennis and Lacy 2014; 
Grob 1983). Data from the 1910 “Insane and Feeble Minded in Institutions” census of 
institutionalized patients in America also corresponds with this trend, and reported that 34,116 
males (56%) and 26,653 females (44%) were admitted to asylums (n=60,769). In Minnesota, 
1,425 people were admitted (males=866/1425; 61% and females =559/1425; 39%) (24). The 
1910 census report differentiates between the existing institutionalized population, admissions, 
and deaths. Therefore, it is necessary to examine the HSH data against census data for deceased 
asylum patients, because the HSH sample represents patients that have died, rather than those 
that lived. Census data for deceased patients in American institutions (n=381) also demonstrates 
Population Sample Male Female Total 
HSHC  
 
861 36 897 
Private  1906 658 2564 
U of M  
 
150 10 160 
Unknown  
 
16 15 31 
Total 2933 719 3652 
Table 6.1 Aggregate data for the total deceased population at HSH from obituary books 
examining disposal of remains and gender. The population in this study represents a complete 
listing of all individuals that were documented in the obituary books from the HSH.  
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a higher representation of males (n=248/381; 65%) to females (n=133/381; 35%) at a ratio of 
~2:1. 
Preliminary analysis of the HSHC population revealed a disproportionate ratio of males 
to females (Whitney 2018). Data collected from the obituary ledgers supports my initial findings 
from the HSHC where males outnumber females, although instead of the 9:1 ratio from the 
cemetery records, the total HSH sample presents a ratio of 4:1. There is a simple explanation for 
the gendered distribution of patients at HSH. Female patients were admitted to HSH for four 
years from 1905-1909, but from 1900-1905 and 1909-1943, institutional policies prohibited the 
admission of females and the population became segregated. According to the Minnesota 
Historical Society, policy changes allowed for women to once again be admitted to HSH in 1944 
(MHS Library Guide Hastings State Hospital). However, data collected from the obituary logs 
suggests that there were exceptions to rules governing the presence of female patients at HSH.  
To confirm this new information about female segregation at HSH, I ran a query against 
the Access database searching for females that were admitted between 1900 and 1944. The 
results of the query confirmed that 8 females were admitted between 1905 and 1906, data that 
correlates with policies allowing female entrance from 1905-1909. This search also revealed that 
6 other females were recorded in the obituary logs, with admission dates between 1925 and 
1943. I rechecked the data against the obituary ledgers to ensure that I had not entered the 
admission dates incorrectly. Not only does the data confirm that females were admitted to the 
HSH during this time period, it implies that more women were indeed admitted than my data can 
support because this study only represents a small portion of the asylum population. One of the 
major limitations in this research is that we will never know if the deceased population is 
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representative of the living population of men and women that were discharged from HSH 
because the obituary logs only represent individuals who died while institutionalized. 
According to the World Health Organization (WHO), “Gender is a critical determinant of 
health, including mental health. It influences the power and control men and women have over 
the determinants of their mental health [and their bodies], including socioeconomic position, 
roles, rank and social status, access to resources and treatment in society. As such, gender is 
important in defining susceptibility and exposure to a number of mental health risks” (WHO 
2000). Meaningful discussions about gender can only take place by incorporating an analysis of 
the time period from 1944-1978, because gender-based discrimination due to admissions policies 
resulted in the significant underrepresentation of females before 1944 (see Table 6.2). During 
these 34 years, there is almost a 1:1 ratio of males (n=790/1480; 53%) to females (690/1480; 
47%) in the population sample, compared to 4:1. Between 1944-1978, 690 of the women 
(n=690/718; 98%) in the total deceased HSH population were admitted. In 1944 alone, 70 
women were admitted compared to 17 men at a ratio of ~4:1, but admissions rates for women 
declined in successive years.  
 
 
 
Population Sample Male Female Total 
HSHC  
 
54 32 86 
Private  707 639 1346 
U of M  
 
15 9 24 
Unknown  
 
14 10 24 
Total 790 690 1480 
Table 6.2 Aggregate data for the total deceased population at HSH from obituary books 
examining disposal of remains and gender between 1944 and 1978.  
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By narrowing this summary discussion about HSH to the 1944-1978 time frame, a more 
balanced representation of males to females emerges. For example, private burials occur at 
almost a 1:1 ratio between males and females. In the HSHC, only 86 total individuals were 
interred from 1944-1978 compared to 897: 54 men (63%) and 32 (37%) women at a ratio of ~3:2 
(see Tables 6.1 and 6.2). Moreover, the ratio of males (n=14/24; 58%) to females (n=10/24; 
42%) sent to the U of M shifts dramatically from 15:1 to 1.4:1. In an examination of the 
Colorado Insane Asylum from 1879-1899, Magennis and Lacy determined that males were more 
likely to die in the institution, a trend that we do see at the HSH even when we adjust for female 
admission, although the difference is not as pronounced (2014, 268). 
Gender bias occurs frequently in studies about mental health; scholars argue that the 
primary determinants of poor health outcomes are structural inequality and women’s subordinate 
status to men, factors that illustrate how power exacerbates existing risk factors (WHO 2000; Yu 
2018; Pinillos-Franco and Kawachi 2018). In order to effectively discuss gender bias in terms of 
risk and cofactors, such as civil status, occupational status, immigrant status, and age, the rest of 
the results section in this paper will consider the entire time period the HSH was in operation, 
and the time period from 1944-1978 as different data sets to adjust for differential admission 
policies.  
6.2 Data Analysis: Civil Status 
Total Deceased HSH Population  
An examination of civil status from 1900-1978 demonstrates that single patients 
dominate the total deceased HSH population (n=1629/3652; 45%). Married patients 
(n=1072/3652; 29%) have the second highest representation, followed by widowed 
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(n=733/3652; 20%) and divorced patients (n=143/3652; 4%). Separated patients (n=38/3652; 
1%) and individuals with unknown civil status (n=37/3652; 1%) exhibited the lowest numbers 
(see Table 6.3). When compared to data for patients from 1944-1978 to adjust for the inclusion 
of women, this trend totally shifts and married patients (n=557/1480; 37%) exhibit the highest 
representation followed by widowed (n=526/1480; 35%) (see Table 6.4). 
Among women, widows (n=339/719; 47%) presented the highest prevalence from 1900-
1978, followed by married (n=206/719; 29%) and single (n=127/719; 18%) patients (see Table 
6.7). This pattern is reproduced in the 1944-1978 HSH sample: widows (n=336/695; 48%), 
married (n=198/695; 28%), and single (n=117/695; 17%) (see Table 6.8). Men, on the other 
hand, exhibited different patterns, where the highest concentration of patients from 1900-1978 
were single (n=1502/2933; 51%), then married (n=866/2933; 30%), and widowed (n=394/2933; 
13%) (see Table 6.5). From 1944-1978, these results change and married men are most prevalent 
(n=359/792; 45%), followed by widowers (n=190/792; 24%) and single men (n=176/792; 22%) 
(see Table 6.6). 
HSHC 
There are significant differences between males and females within each category for 
disposal of remains. Within the 1900-1978 HSHC cohort, males (n=861/897; 96%) outnumber 
females (n=36/897; 34%) 17:1. Single males appear in higher frequencies in the HSHC cohort 
(n=596/897; 66%), followed by married (n=127/897; 14%) and widowed men (n=77/897; 9%). 
This pattern shifts for males in the 1944-1978 HSHC cohort, where single men dominate 
(n=22/55; 40%), then widowed (n=15/55; 27%) and divorced men (n=8/55; 15%). Among 
women, widows (n=23/36; 64%) had the highest representation from 1900-1978, with equal 
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numbers of single (n=6/36; 17%) and married (n=6/36; 17%) patients (see Tables 6.5 and 6.7). 
This pattern is reproduced in the 1944-1978 HSH female sample: widows (n=22/32; 69%), 
single (n=5/32; 16%), and married (n=4/32; 13%) (see Table 6.8). 
Private Burial 
Private burials among men account for the greatest percent of the HSH population from 
1900-1978 (n=1906/3652; 65%). Within the private burial cohort, there were 775 single men 
(40%), 728 married men (38%) and 306 widowed men (16%) (see Table 6.5). From 1944-1978, 
these categories shift and married men (n=350/708; 49%) exhibit the highest prevalence, then 
widowed (n=172/708; 24%) and single men (n=135/708; 19%).  Women in the private burial 
category exhibit the greatest numbers in the widowed (n=309/658; 47%), married (n=195/658; 
30%), and single categories (n=113/658; 17%) for the 1900-1978 time frame. These categories 
remain the same for 1944-1978, where widowed women predominate (n=307/652; 48%), 
followed by married (n=190/642; 30%) and single women (n=105/642; 16%). 
U of M 
A total of 160 patients were sent to the U of M for use as cadavers following their death: 
150 males (94%) and 10 (6%) females between 1900 and 1978 at a ratio of 15:1 (see Table 6.3). 
Single males (n=122/160; 76%) appear in higher frequencies than any other category for civil 
status. Patients with unknown disposal of remains and unknown civil status do not represent a 
significant portion of males (n=16/160; 10%) or females (n=15/160; 9%). If we look at the time 
frame from 1944-1978, more males (n=15/24; 63%) than females (n=9/24; 37%) were sent to the 
U of M, but the ratio is not as extreme at ~2:1 (see Tables 6.4, 6.6, and 6.8). 
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Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  602 133 10 100 34 18 897 
Private  888 923 27 615 102 9 2564 
U of M   
 
123 8 1 14 4 10 160 
Unknown  
 
16 8 0 4 3 0 31 
Total 1629 1072 38 733 143 37 3652 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
27 8 3 37 9 3 87 
Private  240 540 21 479 64 6 1350 
U of M  
 
13 1 0 6 2 2 24 
Unknown  
 
13 8 0 4 1 0 26 
HSH - Total 293 557 24 526 76 11 1487 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
596 127 10 77 33 18 861 
Private  775 728 23 306 70 4 1906 
U of M  
 
120 6 1 11 3 9 150 
Unknown  
 
11 5 0 0 0 0 16 
HSH - Total 1502 866 34 394 106 31 2933 
Table 6.3 Aggregate data for civil status for the total HSH deceased population, examining disposal of 
remains and civil status. The population in this table represents a complete listing of all males and 
females from 1900-1978.  
Table 6.4 Aggregate data for civil status for the total HSH deceased population, examining disposal of 
remains and civil status. The population in this table represents a complete listing of all males and 
females from 1944-1978.  
Table 6.5 Aggregate data for civil status for males in the HSH deceased population, examining disposal 
of remains, civil status, and gender. The population in this study represents a complete listing of all 
males from 1900-1978.  
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Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
22 4 3 15 8 3 55 
Private  135 350 17 172 33 1 708 
U of M  
 
70 0 0 3 1 1 15 
Unknown  
 
9 5 0 0 0 0 14 
HSH - Total 176 359 20 190 42 5 792 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
6 6 0 23 1 0 36 
Private  113 195 4 309 32 5 658 
U of M  
 
3 2 0 3 1 1 10 
Unknown  
 
5 3 0 4 3 0 15 
Total 127 206 4 339 37 6 719 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
5 4 0 22 1 0 32 
Private  105 190 4 307 31 5 642 
U of M  
 
3 1 0 3 1 1 9 
Unknown  
 
4 3 0 4 1 0 12 
Total 117 198 4 336 34 6 695 
Table 6.7 Aggregate data for civil status for females in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all females from 1900-1978.  
Table 6.6 Aggregate data for civil status for males in the HSH deceased population, examining disposal 
of remains, civil status, and gender. The population in this study represents a complete listing of all 
males from 1944-1978.  
Table 6.8 Aggregate data for civil status for females in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all females from 1944-1978.  
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6.2  Discussion: Civil Status 
Social capital can be broadly defined as having a strong sense of belonging, which is 
strengthened by friend and family networks, community involvement, and participation in social 
groups (Pinillos-Franco-Kawachi 2018). There are gendered dimensions to social capital, which 
can help to explain disparities in health. The amount of social capital and the resources 
individuals have access to during times of stress and insecurity influence mental health outcomes 
(Pinillos-Franco and Kawachi 2018). Moreover, there is a strong association between social 
capital and power. According to Pinillos-Franco and Kawachi (2018), women are “… at 
increased risk of poor health compared to men because of the unequal distribution of power and 
resources – i.e. the social determinants of health – within the household and society at large. 
Thus women are more likely to experience gender-based discrimination, domestic violence, 
sexual abuse and poverty compared to men” (31). 
Social capital can be measured in the HSH deceased population by examining the 
relationship between civil status and the disposal of human remains. When individuals have 
higher social capital, their bodies retain value in death, which in American society is expressed 
by private burial. In theory, individuals with higher value at HSH should be retrieved for private 
burial, while those with low social capital would either be buried in the asylum cemetery or sent 
to the U of M for dissection. If social capital is ranked from highest to lowest and classified in 
order as married, widowed, separated, divorced and unknown, I would expect to see a higher 
frequency of low status disposal as social capital decreases, and vice versa.   Demographic 
analysis of the HSH population through both of the previously defined time periods (1900-1978 
and 1944-1978) does in fact support this theory.   
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Several patterns emerge in an examination of civil status. People with unknown civil 
status exhibit the highest risk of low status disposal of their corpse than any other grouping. This 
is reflected in the 1900-1978 sample, where 76% of the unknown civil status cohort were either 
buried in the HSHC or sent to the U of M.  In the smaller 1944-1978 sample, the number drops 
to 45%, but still represents the highest frequency of low status disposal in any category.  This 
could be explained by considering protective factors; higher social status groups maintain 
stronger relationships and social bonds while being institutionalized.  The presence of risk and 
protective factors impacts the experience of institutionalization, morbidity and mortality, and 
disposal of the body. According to the U.S. Department of Health and Human Services (2001), 
“Promotion and prevention [of mental illness] hinge on the identification of modifiable risk and 
protective factors, i.e., characteristics or conditions that, if present, increase or diminish, 
respectively, the likelihood that people will develop mental health problems or disorders” (12). 
Another potential explanation is that patients with unknown civil status were unable to 
communicate their identity or connections during the admissions process.   
Not only is social capital associated with increased risk of institutionalization, it also 
illustrates gendered disparities in the treatment of deceased patients. Second to those of unknown 
civil status, single patients in the 1900-1978 sample exhibited the highest risk for low status 
disposal (45%), with single males presenting a 48% rate and single females a 7% rate (see Table 
6.9). In the 1944-1978 group, single and divorced patients exhibit the lowest social capital, 
where 14% of individuals in each category were buried in the HSHC or sent to the U of M (see 
Table 6.10). A focus on gender illustrates that following unknown civil status, single males make 
up 52% of low status disposals, while widowed women make up 7% (see Tables 6.12 and 6.14).  
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The married population exhibits the highest social capital, where 86% of individuals in 
the 1900-1978 group were retrieved for private burial. In the 1944 to 1978 sample, 97% of 
individuals were retrieved for private burial. This shift could also be due to the reduced stigma 
associated with mental illness. Low status disposal (HSHC and U of M) results for married 
individuals had a prevalence rate of 13% in the large sample, with 15% of married males having 
low status burials and only 4% of married females (see Tables 6.9, 6.11, and 6.13).  In the 
smaller sample, the total low status burial rate of married individuals was only 2%, with 1% of 
married males and 3% of married females falling into the category. 
 The following tables reflect the consolidated data for total deceased population, male 
deceased population, and female deceased population for the large sample (1900-1978) and the 
small sample (1944-1978). The risk of low status disposal was calculated by dividing the total 
known individuals in civil status categories for both the HSHC and U of M by the total number 
of deceased individuals. 
 
 
 
 
 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  602 133 10 100 34 18 897 
U of M   
 
123 8 1 14 4 10 160 
HSH - Total 1629 1072 38 733 143 37 3652 
Frequency 45% 13% 29% 16% 27% 76% 29% 
Table 6.9 Aggregate data for civil status for the total HSH deceased population, examining disposal of 
remains and civil status. The population in this table represents a complete listing of all males and 
females from 1900-1978.  
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Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
27 8 3 37 9 3 87 
U of M  
 
13 1 0 6 2 2 24 
HSH - Total 293 557 24 526 76 11 1487 
Frequency 14% 2% 13% 8% 14% 45% 7% 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
596 127 10 77 33 18 861 
U of M  
 
120 6 1 11 3 9 150 
HSH - Total 1502 866 34 394 106 31 2933 
Frequency 48% 15% 32% 22% 34% 87% 34% 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
22 4 3 15 8 3 55 
U of M  
 
70 0 0 3 1 1 15 
HSH - Total 176 359 20 190 42 5 792 
Frequency 52% 1% 15% 9% 21% 80% 9% 
Table 6.10 Aggregate data for civil status for the total HSH deceased population, examining disposal of 
remains and civil status. The population in this table represents a complete listing of all males and 
females from 1944-1978.  
Table 6.11 Aggregate data for civil status for males in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all males from 1900-1978.  
Table 6.12 Aggregate data for civil status for males in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all males from 1944-1978.  
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6.3 Data Analysis: Immigrant Status 
Total Deceased HSH Population 
Data for the total deceased population at HSH from 1900-1978 suggests that there were 
more U.S. born patients (n=2095/3652; 57%) than foreign born people (n=1474/3652; 40%), 
represented by a ratio of 1.4:1 (see Table 6.15). Individuals with unknown nativity only account 
for 3% (n=83). Males outnumber females in each category for nativity: U.S. males 
(n=1559/2095; 74%)/ U.S. females (n=536/2095; 36%) / ratio 3:1, foreign born males 
(n=1308/1474; 89%) / foreign born females (n=166/1474; 11%) / ratio 8:1, unknown males 
(n=66/83; 75%) / unknown females (n=17/83; 25%) / ratio 4:1 (see Tables 6.15, 6.17, and 6.19). 
The 1944-1978 sample demonstrates a similar distribution for each category. 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
6 6 0 23 1 0 36 
U of M  
 
3 2 0 3 1 1 10 
HSH - Total 127 206 4 339 37 6 719 
Frequency 7% 4% 0% 8% 5% 17% 6% 
Population 
Sample 
Single Married Separated Widowed Divorced Unknown Total 
HSHC  
 
5 4 0 22 1 0 32 
U of M  
 
3 1 0 3 1 1 9 
HSH - Total 117 198 4 336 34 6 695 
Frequency 7% 3% 0% 7% 6% 17% 6% 
Table 6.13 Aggregate data for civil status for females in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all females from 1900-1978.  
Table 6.14 Aggregate data for civil status for females in the HSH deceased population, examining 
disposal of remains, civil status, and gender. The population in this study represents a complete listing 
of all females from 1944-1978.  
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HSHC  
A gendered perspective indicates that there are more males (n=861/897; 96%) than 
females (n=36/897; 4%) in each category for the 1900-1978 cemetery population: U.S. males 
(n=330/897; 37%)/ U.S. females (n=20/897; 2%) / ratio 17:1, foreign born males (n=503/897; 
56%) / foreign born females (n=15897; 2%) / ratio 34:1, unknown males (n=28/897; 3%) / 
unknown females (n=1/897; 0.1%) (see Tables 6.17 and 6.19). Foreign born males are 
represented in the highest numbers (n=503) and account for 56% of the total cemetery 
population (n=897) compared to U.S. born males at 37% (n=330). In the 1944-1978 sample, 
there are still more males to females, but these categories shift and more U.S. citizens (n=53/87; 
61%) were buried in the cemetery than foreign born (n=33/97; 38%) (see Table 6.16).  
U of M 
 For patients sent to the U of M from 1900-1978, men (n=150/160; 94%) outnumber 
women (n=10/160; 6%) at a ratio of 15:1 (see Tables 6.17 and 6.19). Foreign born males 
(n=94/160) represent the highest frequency at 59% when compared to the total number of 
patients sent to the U of M, and at 63% out of just the male patients (n=94/150) sent to U of M. 
Unknown burials (n=31/3652; 0.8%) do not account for a significant percentage of the total 
deceased population. These trends shift for patients in the 1944-1978 sample, where U.S. 
patients are sent to the U of M at a higher frequency than foreign born for both males (n=9/14; 
64%) and females (n=5/9; 56%) (see Tables 6.18 and 6.20).  
Private Burial 
From 1900-1978, U.S. private burials account for the highest prevalence of disposal 
between both males (n=1906/2564; 74%) and females (n=658/2564; 26%), with U.S. born 
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patients making up the greatest number of individuals for males (n=1176; 62%) and females 
(n=497; 75%) within each gendered private burial category. These trends are consistent in the 
1944-1978 sample, data that corresponds with policies that reduced immigration. 
 
 
 
 
 
Population Sample US Foreign Born Unknown Total 
HSHC  
 
350 518 29 897 
Private  1673 856 35 2564 
U of M  
 
50 97 13 160 
Unknown  
 
22 3 6 31 
Total 2095 1474 83 3652 
Population Sample US Foreign Born Unknown Total 
HSHC  
 
53 33 1 87 
Private  994 335 21 1350 
U of M  
 
14 8 2 24 
Unknown  
 
20 3 3 26 
Total 1081 379 27 1487 
Population Sample US Foreign Born Unknown Total 
HSHC  
 
330 503 28 861 
Private  1176 709 21 1906 
U of M  
 
44 94 12 150 
Unknown  
 
9 2 5 16 
Total 1559 1308 66 2933 
Table 6.15 Aggregate data for immigrant status for the total HSH deceased population. The population 
in this study represents a complete listing of all males and females from 1900-1978.  
Table 6.17 Aggregate data for immigrant status for males in the HSH deceased population. The 
population in this study represents a complete listing of all males from 1900-1978.  
Table 6.16 Aggregate data for immigrant status for the total HSH deceased population. The population 
in this study represents a complete listing of all males and females from 1944-1978.  
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Population Sample US Foreign Born Unknown Total 
HSHC  
 
33 21 1 55 
Private  508 192 8 708 
U of M  
 
9 5 1 15 
Unknown  
 
9 2 3 14 
Total 559 220 13 792 
Population Sample US Foreign Born Unknown Total 
HSHC  
 
20 12 0 32 
Private  486 143 13 642 
U of M  
 
5 3 1 9 
Unknown  
 
11 1 0 12 
Total 552 159 14 695 
Population Sample US Foreign Born Unknown Total 
HSHC  
 
20 15 1 36 
Private  497 147 14 658 
U of M  
 
6 3 1 10 
Unknown  
 
13 1 1 15 
Total 536 166 17 719 
Table 6.18 Aggregate data for immigrant status for males in the HSH deceased population. The 
population in this study represents a complete listing of all males from 1944-1978.  
Table 6.20 Aggregate data about immigrant status for females in the HSH deceased population. The 
population in this study represents a complete listing of all females that were from 1944-1978.  
Table 6.19 Aggregate data about immigrant status for females in the HSH deceased population. The 
population in this study represents a complete listing of all females that were from 1900-1978.  
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6.3 Discussion: Immigrant Status 
According to Harris and Ernst (1999), “Both race and gender have come to be seen as 
based on a number of similar principles: the locking of particular groups of people into fixed and 
quasi-transhistorical identities, for example, which enable some to lay claim to positions of 
power and to the right to self-determination, while excluding others. As well as race and gender 
here, too, other concepts such as class, nation, and nationalism are vitally implicated” (9). 
Magennis and Lacy’s (2014) examination of the Colorado Insane Asylum demonstrates that 
foreign born patients outnumbered U.S. born at two to three times greater ratios, with certain 
groups, such as the Irish, demonstrating rates significantly higher than all others (p. 251). The 
overrepresentation of immigrants that was present in the Colorado Asylum was not evident in the 
1910 census data for institutions in Minnesota, where 671 U.S. born patients were admitted to 
asylums compared to 681 foreign born, an almost 1:1 ratio (Harris 1910). Within these 
categories, males (U.S.=405; 60%, Foreign=449; 66%) were more prevalent than females 
(U.S.=266; 40%, Foreign=232; 34%).  
At the turn of the 20th century, immigrant status in the U.S. was accompanied by 
structural and social discrimination, as well as the inequitable distribution of resources, most 
often resulting in steep grades of inequality. American constructions of foreign identity 
characterized immigrants as inferior, promoting stereotypes that often had deleterious effects on 
health. The lack of family and community networks placed immigrants at increased risk of 
mental illness during times of stress. The Department of Health and Human Services (2001) 
argues that “… the support of other people is key to helping people cope with adversity… 
families and friends are the first sources to which people say they will turn to if they develop 
mental illness” (14). Without these protective factors in place, immigrants at HSH were at an 
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increased risk of institutionalization, dying at the asylum, and experiencing low status disposal of 
the body at death. According to Magennis and Lacy (2014), many immigrants ended up in 
institutions because of “… poverty, dislocation to new surroundings, and absence of supporting 
family networks” (254). An old HSHC report cites that “Those who are presently being buried in 
this cemetery either have indigent families or have lost contact with their relatives during a 
prolonged period of hospitalization” (see Appendix E).  
Data from the HSH study reveals that there were more U.S. born patients at the 
institution than foreign born for both the 1900-1978 and 1944-1978 population samples. If 
disposal of the body after death is an indicator of status and social capital, as I argue it is, then 
foreign born males were at a disadvantage. Foreign born males (1900-1978) make up 56% of the 
HSHC cohort and 59% of the U of M cohort. However, data from the 1944-1978 cohort suggests 
that more U.S. born males experienced low status disposal than foreign born males. This 
distortion may be due to changes in immigration policy that limited the entrance of foreign-born 
peoples into the United States, illustrating how race based concepts became powerful drivers that 
transformed cultural ideologies and codified them into public policy. For example, the 
Homestead Act of 1862 opened up vast amounts of land to native and foreign born individuals 
for a miniscule fee, but concerns about the fitness of immigrants eventually led to rules 
prohibiting the quantity and types of immigrants that were accepted (National Park Service 2000; 
Magennis and Lacy 2014).  On the other hand, the inclusion of women into the HSH after 1944 
may potentially explain the shift in prevalence. 
Private burials at HSH account for the highest frequencies in each category (1900-
1978=2564/3652; 73%, 1944-1978=1350/1487; 91%), but U.S. born patients exhibited elevated 
numbers suggesting greater amounts of social and economic capital (1900-1978=1673/2095; 
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80%, 1944-1978=994/1081; 92%). Native born individuals had access to a number of protective 
mechanisms, such as friends and family networks, community ties, policy and legislation that 
favors U.S. born citizens, and familiarity with their environment. These elements gave them a 
social, psychological, and economic advantage over immigrants, giving U.S. citizens power in 
their cultural identity. Strong undercurrents promoting American nationalism emerged during the 
late 19th century, influencing immigration policy and forming the foundations of Social 
Darwinism and Eugenics. Both of these movements emphasized a heredity component to social, 
psychological, and biological traits, although the Eugenics movement sought to cull the 
population of deviants through forced sterilization, deportation, and genocide. These concepts 
reified the conflation of nationality and status, and formed an enduring foundation for both 
scientific and institutionalized racism in the U.S.  
6.4 Data Analysis: Occupational Status 
Total HSH Deceased Population 
From 1900-1978 (n=3652), there were 1362 laborers (37%), the highest number out of 
the occupational categories in the HSH sample (see Table 6.121). Farmers (n=557/3652; 15%) 
and skilled laborers (n=534/3652; 15%) exhibited the second and third highest representation, 
followed by domestic (n=423/3652; 12%) which is highly gendered and eschewed towards 
females. I grouped farmers, laborers and skilled laborers together to create a larger working class 
category (n=2453/3652; 67%), and grouped clerical, white collar, and sales together to create a 
middle/upper class category (n=426/3652; 12%). Comparison between groups demonstrates that 
there were far more working class patients at HSH than middle/upper class patients, a ratio of 
almost 6:1. Individuals in the student (n=19/3652; 0.5%) and other category (n=13/3652; 0.3%) 
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account for a small portion of the 1900-1978 HSH population. Individuals were placed in the 
other category because they didn’t fit into any of the generalized categories. 
An examination of the 1944-1978 sample illustrates a different scenario, where the 
highest number of patients in the deceased HSH sample fell into the domestic category 
(n=408/1487; 27%) (see Table 6.22). This shift is directly related to the admission of females 
into the HSH. The second highest representation of patients were laborers (n=354/1487; 24%) 
and skilled laborers (n=218/1487; 15%). When grouped together, working class patients 
(n=645/1487; 43%) account for the highest number of individuals, followed by domestic 
(n=408/1487; 27%) and middle/upper class (n=252/1487; 17%).  
Private Burial 
Private burials (n=2564; 70%) make up the largest portion of the entire HSH deceased 
population (n=3652) from 1900-1978. Males (n=1906; 74%) outnumbered females (n=658; 
26%) by a ratio of 3:1 (see Tables 6.23 and 6.25). For males with private burials (n=1906), there 
are more working class patients (n=1188; 62%) than white collar patients (n=265; 14%), while 
domestic females (n=385; 56%) dominate female private burial categories (n=658). Few women 
were sent to the U of M as cadavers (n=10; %), most of the patients in this cohort were men 
(n=150). Working class men (n=129; 81%) account for the greatest portion of the U of M total 
cohort (n=160), and few white middle/upper class men (n=5; 3%) were present. Individuals in 
the unknown burial category made up the smallest cohort (n=31).  
The highest prevalence for burial type in the 1948-1978 sample was also private burial at 
91% (n=1350/1487), with more males (n=708/1350; 52%) than females (n=642/1350; 48%) (see 
Table 6.22). An analysis of only males demonstrates that there were more working class patients 
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(n=488/ 69%) than white collar patients (n=130/708; 18%) (see Table 6.24). Domestic females 
(n=378/59%) exhibit the highest frequency, followed by middle/upper class (n=116/642; 18%) 
and working class (n=96/642; 15%) for just females (see Table 6.26).  
HSHC and U of M 
In the 1900-1978 grouping, there is a connection between occupational status and burial 
type, where more working class patients were buried in the HSHC or sent to the U of M 
(n=883/3652; 24%) than middle/upper class (n=42/3652; 1%). Within the HSHC cohort, 
working class patients (n=752/897; 84%) are present in higher frequencies than middle/upper 
class patients (n=37/897, 4%) at a ratio of 20:1 (see Table 6.21). In an examination of males in 
the HSHC, working class males (n=747/861; 87%) outnumber middle/ upper class males 
(n=37/861; 4%) at a ratio of 20:1 (see Table 6.23). Females in the domestic category (n=27/36; 
75%) have the highest number of individuals than any other category of females in the HSHC 
cemetery (see Table 6.25). 
Working class patients (n=49/111; 78%) make up the largest category of patients buried 
at HSHC or sent to the U of M in the 1944-1978 sample, while middle/upper class patients 
(n=4/111; 4%) accounted for only a small percentage (see Table 6.22).  38% of the HSHC group 
is composed of working class males (n=42/111). In an examination of only males in the HSHC, 
the unknown category (n=23/55; 42%) has the greatest number of patients followed by laborers 
(n=21/55; 38%). Laborers (n=9/15; 60%) have the highest prevalence of males sent to the U of 
M. In an examination of females, domestic females (n=23/32; 72%) are most prevalent in the 
HSHC, while in the U of M cohort, there are more laborers (n=5/9; 56%).  
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Private  410 765 383 143 71 168 386 14 8 216 2564 
U of M 
 
15 93 23 2 0 3 5 1 0 18 160 
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0 9 3 1 0 1 5 2 0 10 31 
Total 557 1362 534 159 82 185 423 19 13 318 3652 
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3 24 8 0 1 1 23 1 0 26 87 
Private  68 311 205 93 44 109 378 3 5 134 1350 
U of M 
 
2 10 2 0 0 2 4 0 0 4 24 
Unknown  
 
0 9 3 1 0 1 3 2 0 7 26 
Total 73 354 218 94 45 113 408 6 5 171 1487 
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HSHC  
 
132 492 123 13 11 13 0 1 5 71 861 
Private  410 694 354 92 60 113 1 13 6 163 1906 
U of M 
 
15 92 22 2 0 3 0 1 0 15 150 
Unknown  
 
0 4 3 0 0 1 0 1 0 7 16 
Total 557 1282 502 107 71 130 1 16 11 256 2933 
Table 6.21 Aggregate data on occupational status for the total HSH deceased population. The population in 
this study represents a complete listing of all males and females from 1900-1978.  
Table 6.23 Aggregate data on occupational status for males in the HSH deceased population. The 
population in this study represents a complete listing of all males from 1900-1978. 
Table 6.22 Aggregate data on occupational status for the total HSH deceased population. The population in 
this study represents a complete listing of all males and females from 1944-1978.  
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Total 73 278 186 42 34 59 0 3 3 114 792 
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Private  0 71 29 51 11 55 385 1 2 53 658 
U of M 
 
0 1 1 0 0 0 5 0 0 3 10 
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0 5 0 1 0 0 5 1 0 3 15 
Total 0 80 32 52 11 55 422 3 2 62 719 
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Private  0 67 29 51 11 54 378 1 2 49 642 
U of M 
 
0 1 1 0 0 0 4 0 0 3 9 
Unknown  
 
0 5 0 1 0 0 3 1 0 2 12 
Total 0 76 32 52 11 54 408 3 2 57 695 
Table 6.25 Aggregate data on occupational status for females in the HSH deceased population. The 
population in this study represents a complete listing of all females that were from 1900-1978.  
Table 6.24 Aggregate data on occupational status for males in the HSH deceased population. The 
population in this study represents a complete listing of all males from 1944-1978. 
Table 6.26 Aggregate data on occupational status for females in the HSH deceased population. The 
population in this study represents a complete listing of all females that were from 1944-1978.  
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6.4 Discussion: Occupational Status 
In order to understand the persistence of poverty as a major risk factor and contributor to 
mental illness and institutionalization, we must look at the complex interaction between patients 
at the HSH and the social forces that work against them, one of these being economic status. 
While information about income is not available for patients at the HSH, other factors can 
elucidate earnings potential, and can therefore contribute to a discussion about status and risk. 
Occupation is an indicator of earnings potential and status; it has implications for development of 
mental illness, increased risk of institutionalization, and disposal of the body after death. 
Kaplan et. al. (1996) argue that income inequality is directly associated with morbidity 
and mortality. An examination of the total deceased HSH sample from 1900-1978 demonstrates 
that working class patients are 26% more likely to experience low status disposal of the body 
than middle/upper class patients. Working class males are 23% more likely than middle/upper 
class males to be sent to the U of M for dissection or burial at the HSHC, and working class 
females are 6% more likely to experience low status disposal of the body than middle/upper class 
females. These patterns suggest a close association between occupation and social capital, where 
working class individuals have lower social capital which is expressed by disposal to the HSHC 
or U of M. In addition, the evidence suggests that women had more social capital than men. The 
1944-1978 HSH sample demonstrates similar trends, although the gap is not as pronounced: 
working class patients in the total deceased HSH population are 6% more likely to have a low 
status burial, followed by working class men at 8% and women at 6%. 
Patients in the middle/upper class occupational category demonstrate the highest social 
capital and status, expressed by private burial. In the 1900-1978 total HSH sample, middle/upper 
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class patients were 26% more likely to be retrieved for private burial at death, with middle/upper 
class men at 24% and women at 10%. The distribution of patients in the 1944-1978 sample 
correlates with the 1900-1978 sample, but with smaller margins. 
6.5 Discussion: Race 
Scholars often discuss white privilege in conversations about race and social inequality, 
and while I cannot make any definitive statements about race due to inconsistent record keeping, 
there are trends that manifest in the HSH population. Racial categories, specifically distinctions 
between ‘white’ and ‘black’ patients, were recorded in the admissions logs, obituary logs, and 
patient indices. African American patients were labeled as ‘colored’ in the record books, and this 
indicator or race was usually placed in parentheses after the patients name and underlined in a 
red or green pen or pencil so that it stood out. There were only 10 African American patients (7 
male, 3 female) out of 3652, 0.2%.  Although this sample is very small, I do believe it represents 
overall trends at HSH.  
During the 19th century and early 20th century, African Americans lived predominantly in 
the south U.S., in which many states in that region had separate asylums for black and white 
individuals. Seven of the patients in the HSH sample are from southern states, with one from the 
east and one from the Midwest; none of the patients were from Minnesota. Seventy percent of 
the African American patients (n=7/10) were buried in the HSHC or sent to the U of M as 
cadavers, while only 30% (n=3/10) of them were retrieved for private burial. Eighty percent of 
African Americans were working class (n=8/10), with the other being 10% domestic (n=1/10) 
and 10% unknown (n=1/10). Data about African Americans suggests that they had the lowest 
social capital of any group or cohort in the HSH deceased population. 
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According to Harris and Ernst (1999), “The linking of race [ethnicity and class] with 
disease categories… suggests not only that racial preconceptions can inform and deform medical 
observations and practices, but it also constitutes evidence that medical theories are vitally 
implicated in the construction of ideas of race” (13). The placement of individuals in state 
institutions, diagnoses and treatments for disease, and treatment of the body after death are 
reflections of medicalized discourses that were established to impose meaning and order in an 
environment that both controlled and confined deviants. These discourses are characteristic of 
the cultural value assigned to subordinate populations, which often have had the effect of 
rendering them invisible in society, the landscape, and history.  
6.6 Data Analysis and Discussion: Age 
Data were analyzed for the total deceased HSH population and three additional cohorts: 
HSHC, U of M, and private burials. Analysis was confined to the total HSH deceased population 
from 1900-1978. Age was documented for 98% (n=3579/3652) of the total deceased HSH 
population.  Ninety-eight percent of the total number of HSH males (n=2873/2933) were 
represented, as were 99% of females (n=706/719). Results from life table analysis demonstrate 
that the greatest number of deaths in the HSH deceased population occur in the 70-74.9 age 
group (n=530/3652; 15%), followed by 75-79.9 (n=506/3652; 14%), 65-69.9 (n=444/3652; 
12%), and 80-84.9 (n=398/3652; 11%) (see Fig. 6.1).  
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Figure 6.1 Hastings State Hospital Mortality Curve 
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An examination of mortality curves for males and females exhibits a shift in age at death, 
where more females live to an older age than males (see Figs. 1.2 and 1.3). Women in the 75-
79.9 year age category represent the highest percent of females at HSH (n=132; 19%), with the 
70-74.9 age category second (n=118; 17%), then 80-84.9 (n=107; 15%), and 85-89.9 (n=89; 
13%). The top four categories for males are: 70-74.9 (n=412; 14%), 65-69.9 (n=376; 13%), 75-
79.9 (n=374; 13%), and 60-64.9 (n=297; 10%). Life expectancy for females is approximately 10 
years longer than for men, which is demonstrated by a range of 70-89.9 years for females in the 
top four age categories, and 60-79.9 for men.  
The survivorship curve for the total deceased HSH population illustrates a Type 1 
survivorship curve, which is typical for humans and demonstrates age specific probability where 
survivorship declines as the population ages (LaFever, 2012; Weon and Je, 2012) (see Fig. 1.4). 
Fig. 1.1 Hastings State Hospital Mortality Curve for Males 
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According to the Encyclopedia Britannica, “Species such as humans and other large mammals, 
which have fewer numbers of offspring but invest much time and energy in caring for their 
young (K-selected species), usually have a Type I survivorship curve. This relatively flat curve 
reflects low juvenile mortality, with most individuals living to old age.” The HSH survivorship 
curve closely matches the survivorship curves for 1950 by Bell and Miller (2005) for the Social 
Security Administration, a study that was conducted specifically to examine the mortality of 
aging populations in America (see Fig. 1.3). 
 
 Figure 6.4 Hastings State Hospital Survivorship Curve 
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Mortality curves for the HSHC, U of M, and private burials look strikingly different, 
reflecting differential mortality patterns (see Figs. 6.6- 6.8). Individuals in the private burial 
cohort tended to live longer than patients in the HSHC or U of M cohort, expressed by a 
smoother rising slope that peaks at ~85 yrs. More private burial patients were in the 80-84.9 year 
age category than any other (n=541/2751; 20%), compared to U of M at 70-74.9 (n=30/159; 
19%) and HSHC at 70-74.9 (n=128/866; 15%). I would expect patients in the private burial 
category to have greater social capital characterized by stronger friend and family networks, and 
access to better care and nutrition in the institution. The U of M and HSHC cohorts are similar, 
which I expected; the cohorts reflect a patient population composed of more working class and 
indigent patients. 
Figure 6.5 —Survival Function for SSA Population 
for Selected Calendar Years (1900, 1950, 2000, 2050, 2100) 
(Based on Period Tables). Table taken from Bell and Miller 2005, 16. 
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Age at Death 
Figure 6.6 Private Burials Mortality Curve  
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Figure 6.7 HSHC Mortality Curve  
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Figure 6.8 U of M Mortality Curve  
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Mental illness is a global public health problem, affecting about 350 million individuals 
(Yu 2018). According to Madsen et. al. (2017), “People with mental illness have an elevated risk 
of dying prematurely from both unnatural causes, and their average life span is found to be 15-20 
years shorter than that of the general population” (1). The deceased Hastings State Hospital 
population has provided a rich source of material for the study of status, risk, and power in 
institutions. The findings presented here contribute to our understanding about the social 
epidemiology of mental illness and institutionalization in Minnesota. Quantitative methods were 
used to examine how status, gender, and social capital impact the distribution of patients in each 
burial category. I focused on how identity and power exacerbate social inequality. Social capital 
was measured through disposal of the body; higher capital is expressed by private burial, 
whereas lower capital is associated with burial at the HSHC or transport to the U of M for 
cadaver studies. Different variables were incorporated to explore the intersectionality of status, 
risk, and power, such as gender, civil status, immigrant status, occupational status, nationality, 
and age.  
The evidence presented in this research supports the argument that social and economic 
inequalities are central to understanding the risk of admission, dying in the institution, and 
treatment of the body after death occurs. Evidence from data analysis suggests that males were 
more likely to die in the institution than females, even when the time frames were adjusted to 
reduce gender bias. Civil status results demonstrate that second only to individuals with 
unknown civil status, single and divorced patients exhibit the lowest social capital, while married 
CH 7: Conclusion 
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patients exhibit the highest. A gendered perspective suggests that single men make up 52% of 
low status disposals. When the data analysis was complicated with the addition of immigrant 
status as a cofactor, it was apparent that foreign born males were at a significant disadvantage.  
Income analysis through occupational status demonstrates that working class patients 
were more likely to experience low status disposal of the body than are the middle/upper class 
patients. Although I did not conduct an in-depth analysis of race due to incomplete record 
keeping at HSH, the available data suggest that African Americans are ranked among patients 
with the lowest social capital. Data analysis that explores the mortality and survivorship of the 
HSH reveals an aging population, where most patients probably had chronic or terminal 
conditions. The evidence from this study demonstrates that the following factors characterize 
patients with the highest risk and lowest social capital: male, foreign born, single, working class, 
and African American.  
This research was multidimensional and incorporated theoretical perspectives from 
different disciplines, especially anthropology and sociology. The risk factors identified in this 
study correlate with contemporary research about mental illness, morbidity, and mortality, 
underscoring the relevance of examining the past to inform the present. Although this thesis 
addressed specific variables out of necessity, future research could and should include other 
factors to provide an even more in-depth evaluation.  For example, future studies could generate 
a discussion about diagnosis at entry, cause of death, suicide and escape rates, treatment for 
disorders, and autopsy. I collected data for all of these topics, but limited my analysis to the 
variables discussed in this research for a more focused discussion. In addition, by expanding this 
research to include a sample of the total HSH population, specifically individuals that were 
discharged, it could provide a more comprehensive understanding about institutionalization in 
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Minnesota. Comparative studies between the HSH and other institutions could facilitate the 
development of policies to minimize the social and structural inequalities that contribute to 
mental illness. 
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